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Quinidine Therapy in the Treatment of Cardiac 
Irregularities Due to Hyperthyroidism*? 





By J. P. ANpEerson, M.D 
UINIDINE sulphate has 
fully earned a permanent place f 75 ded 
in the treatment of cardiac 1 vho h \ ! uricul 


regularities, especially those whicl 
ondary to hyperthyroidism 
rt rhythm naturally tends to retur 
rmal after thyroidectom) 
yy the addition of quinidi 
the number of restorations 
1 rhythm can be increased gré 
lhe percentage of cases in which tl 
rt rhythm returns to normal 
roidectomy) alone depx nds ( hie 
following factors: (1) the dur 
of the irregularity of 
thm previous to operation ; 2 


. : . ‘ 
cadegree Of arterioscierosis and n 


patient ; (4) complications, su 
infections. 
1927, I reported a series 
of hyperthyroidism in 


hich auricular fibrillation had | 


extensive cardiac failui 


present tor several ye 


w-up records showed tl 
I cent Ol these ( SeS ] 
, 
1 return I 1 nal l 
ted at | 
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institute treatment as the patient is still 
in bed and his stay in the hospital need 
not be prolonged after he is able to be 
up. 

No attempt is made to restore the 
heart to a normal rhythm before oper- 
ation because it is seldom successful, 
and if it does succeed, auricular fibril- 
lation is likely to recur at the time of 
the operation. For this reason quinidine 
is seldom used after a first lobectomy. 

At the Cleveland Clinic we have 
adopted the following plan of manage- 
ment of patients with hyperthyroidism 
in whom abnormal heart rhythm is 
present: 

All patients in whom auricular fibril- 
lation is still present on the third post- 
operative day are reported. A test 
dose of quinidine is administered to 
these patients and if no ill effects are 
noted they receive 5 grs. of quinidine 
sulphate every four hours, day and 
night, for twenty-four hours. The 
pulse is counted before the administra- 
tion of each dose and if the rhythm is 
found to be regular, medication is dis- 
continued. If no improvement is noted 
after twenty-four hours treatment, 5 
grs. of quinidine are given every three 
hours for twenty-four hours and then 
every two hours for twenty-four hours, 
and occasionally for forty-eight hours. 

In the majority of cases normal 
rhythm will be restored after a few 
doses, but occasionally two or three 
days’ treatment will be necessary. In 
one case we found no change after the 
third day, and treatment was continued 
on the fourth day. Two hours after 
the last dose of quinidine had been ad- 
ministered, normal rhythm was re- 
stored. 

In the case of one of our patients, 


J. P. Anderson 


a woman 40 years of age, a very in 


teresting result from the use of quini 


dine was noted. Symptoms of hype: 
thyroidism had been present for two 


The 


thyroid tissue showed diffuse hyper 


years previous to thyroidectomy. 
plasia. After thyroidectomy had been 
performed, the general condition im 
proved greatly but the patient was ner 
vous and her heart continued to fibril 
late. The administration of digitalis 
did the 

normal although it reduced it from 130 
The patient’s basal metaboli: 


not slow ventricular rate to 
to 100. 
rate was +23, suggesting that residual 
hyperthyroidism was present. The ad 
ministration of iodine had no effect on 
the heart action. Inasmuch as there 
was no recurrent enlargement of the 
thyroid gland, quinidine therapy was 
instituted with the result that the heart 
rhythm became normal, the nervous- 
ness disappeared, and the patient was 
able to return to work. Since that 
time, a year ago, there has been no re 
currence of symptoms. 

A very few patients are sensitive t 
quinidine. In one of our recent cases, 
the patient experienced a great deal « 
after het 


She 


distress during one night 
third dose of 5 grs. of quinidine. 
became dyspneic, nauseated, flushed, 
perspired a great deal, and experienced 
fear of death. It 
definitely whether this condition 

due to the effect of the quinidine Ol 


can not be state 


a pulmonary embolus but the fibril 
tion persisted, and the patient refus 
further treatment. 

In the case of another patient quin 
dine therapy had to be discontinued 
account of nausea and vomiting. 
administration was attempted a se 


time with a similar result. 





Quinidine Therapy 


he question is frequently asked 


will auricular fibrillation recur after 

he heart rhythm has been made re; 
by the administration of quinidine 

\We know of only one case in whicl present 


\ 


there was a recurrence of auricul: shown the 
fibrillation after a thyroidectomy had 
the heart rhythm to n 


re stored 


Regular 
alter 


hyroidectomy — thyr« 


if cases with 


uinidine in a series ¢ 


or qui 
ir fibrillation after 


and in the group in which quinidine 
therapy was instituted there has not persistent auricul: 
been any recurrence of auricular fibril- thyroidectomy. In sixteen cases quini 
lation. dine therapy was instituted du 

In one Case, a patient Was given veral weeks to 


period of 
quinidine on the fourth postoperative months tion, 
and the heart rhythm became reg 
lar. The following day auricular fil 
Upon in while 


lobe 


this grouy 


j 
aay ‘ 
ict ~ 


Was rest 


llation was again present. 
it was found that only a 


had been performed. It is 


mn) 
nion that if auricular fibrillation re 
rs after quinidine has been admini 
| postoperatively, residual or recut 
hyperthyroidism may always | 
ected. 
another case the patient was 
unidine about six months af 
idectomy had been perform 
the third day of treatment 
rhythm was found to be restored 
rmal. A few months later ] 


al operation was performed, 


} 


lta 


| by a general peritonitis resu 
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AURICULAR FLUTTER 

In my experience the complication 
of auricular flutter associated with hy- 
perthyroidism has been encountered 
only three times, and in two of these 
cases auricular fibrillation and auricu- 
lar flutter were present alternately. Of 
the three patients who were treated 
with quinidine, normal heart rhythm 
was restored in two cases but not in 
the other, although a very thorough 
course of quinidine therapy was given. 
Auricular fibrillation was present in 
the latter case and after the adminis- 
tration of quinidine the heart rhythm 
became regular but the pulse rate re 
mained at about 100. ‘This condition 
was unusual, as the pulse rate after the 
heart rhythm has been restored to nor 
mal is usually about 80. An electro- 


cardiogram showed a flutter which la 


J. P. Anderson 





ter was unaffected by four days’ tre 





ment with quinidine 


Con LUSIONS 


1. Quinidine sulphate is a very us 
ful drug for the restoration of a n 
mal cardiac rhythm if a thyroidector 
alone fails to achieve this result 

2. Observations over several y« 
show that the maximum benefit is ol 
tained when the drug is given on 
third or fourth postoperative day. 

3. A very few patients are sensiti 
to quinidine, thus prohibiting its 


in such cases 


4. By adding quinidine thet 
after thyroidectomy when auri 
fibrillation is still present, a 
cardiac rhythm will be resto 


about 96 per cent of cast 
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them. In spite of the efficacy of quini- 
dine in stopping attacks, Korns’’ labels 
it as an excitant of tachycardia. 

The great majority suffering from 
tachycardia are free of cardiac pathol- 
its occurrence 


stresses 


Carr'® 
among the nervous type, and Thomas'* 


ogy. 


reports cases occurring in persons sub- 
ject to other neuroses such as migraine. 

Two of my cases had early exoph- 
thalmic goiter, one had rheumatic endo- 
carditis, a few had mild hypertension, 
and several fell in the sclerotic heart 
group; but most were without heart 
lesions. Two were conspicuous because 
of their athletic prowess. Yet, even 
these had marked nervous instability, 
one of them blushing, trembling and 
turning giddy when called on in class. 

Colgate’® reports cases occurring in 
early infancy, and while cases occur at 
any age, the literature would indicate 
the prevalence of tachycardia in the 
fifth and sixth decade. My cases fall 
roughly into two age groups; the first 
is that of adolescence in which the in- 
dividuals have excessive variability of 
their sinus rate and an increased emo- 
tivity suggesting in many a degree of 
hyperthyroidism. The other group con- 
sists mostly of women about the meno- 
pause who are often overworked, 
poorly nourished, suffering from the 
effects of purgatives and flatulence, and 
frequently from migraine attacks. In 
both, 
often by unusual exertion or emotions. 


attacks are precipitated most 


MECHANISM 


Lewis'® teaches that the mechanism 
of an attack is repeated ectopic systoles, 
from flutter 
Colgate’” 


observed cases in which it was difficult 


a different mechanism 


which is a circus movement. 


Chas. W. Barrier 








to tell the difference in electrocardi 


grams between cases of tachycardia 
flutter. He 


mechanism of tachycardia was a circus 


1 


and concluded that. the 
movement varying only in degree from 
that of flutter. 

from Crawford's 


One would conclude 
* case in which there 
was a shift of the pacemaker from th: 
the -V 


node that the attacks are neurogeni 


sinus to the lowest part of 
Willius dismisses the idea that toxins 
make these hearts unusually susceptible 
The 


from the action of 


to nervous influences. view of 
Otto,’* arrived at 
drugs on the onset and _ arrest 

attacks, that the mechanism its a circus 


movement, seems the most plausibl 


PROGNOSIS 


To Willius 


upon the underlying heart pathol 


4 the prognosis dep nds 


1 


and upon the rate and duration of the 
attacks. Many texts speak of the 


attacks ending in congestive 
Carr’ 


that death is a rare termination. (ne 


longed 
heart failure and death. believes 
of my patients who had mitral stenosis 
and a crippled myocardium entered th 
hospital on the thirteenth day of 

with 


tack, cvanotic, a bloody sputun 


and general anasarca. Recovery took 


\nother 


lasting for months with a rate of about 


place. who endured attacks 
160 without trouble except for a 

tation of his efforts, developed acute 
after a cold 


congestive heart failure 


and cough, and death was imminent tor 
days. The usual rate of 160 increas¢ 
to 200 and the mechanism from auric 
ular to nodal. 

Prognosis, however, does not 
cern itself so much with mortality as 
This 


short attacks varies from concern over 


with incapacity. incapacity 1 














Tachycardia 


the rate and unpleasant palpitation r 
more serious symptoms such as cardia ittacl 
pain,?” syncope and convulsions ;*' but _ lesio1 
as a rule the general comfort and la 
dyspnea are striking when the e: 
cessive rates are considered Nodal 
tachveardia causes more symptoms The 
than an auricular attack of the sam nrice 
rate due, no doubt, to poorer filling of whic] 
the ventricle and the contraction ot . 
wuricle against a closed valve One 
patient with a mild exophthalmi 
goiter, B.M.R. + 35; exp rien ‘ 
inconvenience from a sinus ( eou 
150, but complained of severe he 


0 with distressing dyspnea. 


ins, violent palpitation, nausea, vor 
e, and fainting at a sudden onset 
dal tachycardia with a rate of 
In some patients, prolonged ¢ ; 
is the chief disturbing 
ost authors report the time as « 
w minutes and at the longest ( 
matter of weeks Cohn speal S 
ks extending into years, and Gil Ss 
ert’? reports a case which he cons! 
permanent. ne oft n S\ 
lasted seven davs, one thirteet 
€ six weeks, one three years s 
ne thirty minute interval, and one 
for the past six years has bec 
rmanent tachycardia except wh« ; 
nder the effects of digitalis. The cas ; 
S three years had for vears bee 
subject to frequent short attacks 
there was fainting, but after . 
et of permanent tachycardia the ©. ' 
ped to between 160 and I8o and \ 
she lived in comparative comfort. Thi - 
case in which the tachycard 
vas permanent was comfortable whil natient 
quiet occupations, but on strenuous _ tior 
exercise the rate would rise to abov venou 


witl 


ctims ¢ 
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has made use of the vagotonic action of 


cholin. Wiailson*> publishes cases show- 
ing arrest by intravenous digitalis 


akin?” would use digitalis with cau- 


ck 1S 


tion in tachycardia unless the atta 
known to be supraventricular because 
of its danger in ventricular tach) 
cardia, especially in the presence 
coronary occlusion, 


Bodin*® first used quinidine, showing 


s, Whi 


that it would stop some attack 


+] .- . 
OtmnNers, alld 


only slowing the rate in 


which the 


1 


Iliescu®! publishes a Case ll 


rate was slowed to the normal rate 
without a change of mecha 


P 
{ ‘ . 
the Cases can 


Sprague*’ believes half 
be arrested by quinidine and 
value in preventing attacks 
We have treated eight patients in 
repeated attacks with digita 
with massive doses by mouth or intr 
venously. Arrest was obtained in six 
cases, and was felt im all probability t 
be due to the digitalis. In ten cases we 
have used quinidine sulphate either b 
mouth or vein and arrested attacks 


{ 


nine. ‘There were five of thes 


that responded both to digitalis ar 
quinidine. ‘Two patients, one because 
of apparently permanent tachycardia 
or frequent attacks, were rationed « 
quinidine for a year. \ttac were 
certainly warded off, but the dose had 


to be increased from a start of s13 
grains a day to twenty-one 
this dose attacks appeared and_ th 
patients complained so vehemently of 
the drug that it was withdrawn. Thess 
two cases and one other case of 
manent tachycardia were kept on digi 
talis for the greater part of two yea 
Though large doses, four to six er: 
results 


a dav, were often required, th 


on the whole were more satisfactor\ 
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. NSN 


\s the mode ot action oft ¢ 
stopping attacks 1s « 
careful records of the action o 
talis and quinidine given intraveno 


were made 1n the foll 


exaiminati 1 ( ( reve a 
1! tr é 1 b 
sure I [1c ¢ 
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ne-! I I 
tack ( ulate = 
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repe 1 
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1 1¢ 
nrecti 
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1 
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four minutes | { 
le i ’ 1 
thirty-four n : f ( 
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mode oO i ( 
spontaneous nt Lt 
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gu. Quinidine 
gm, Quinidine 


9:40 190 


Quinidine 


Be 10:00 150 


’ Sinus mechanism 


Fic. 2. Nodal tachycardia. Tracing every three minutes; string 
vision. 





Tachycardia 


rate 195, was present. Three minutes afte LS \ boy f twenty e. 


the injection of 0.2 gram of quinidine, not in every respect and without heart les 


mal rhythm resulted, rate 145. In forts ame under observation fou 


minutes this had gradually slowed to 11 ge ysician had records showing a 
(See figure 4.) achycardia for the previous tw 
Nine days later she again entered tl Wi n auricular tachycardia, 


hospital, twelve hours after the onset ot Yepeated efforts with quin 


3. Nodal tachycardia 


tant vision. 


ardia, the rate being 180. Three dos« to effect ar res Since his first 
cc. each of digalen were given by it sion has been in tachycardia except 
rty-three minutes. After the first dose 
was a gradual slowing so that af 
hity minutes the rate had dropped to 
but nodal rhythm persisted. Seven minutes f digitalis wz it off arge maintenance 
later there was a sudden drop of rate to were required and even then atte 
irregular, but of sinus mechanism See few day fa sinus arrhythmia with 


tachveardia occurred 
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off digitalis for three weeks 
attack, rate 


Fight-tenths 


After leaving 


was admitted 70, of 


he in an 17 


two weeks duration. ot a 


gram of quinidine sulphate was given in 


divided doses by vein over a period one 


and one-fourth hours. Though unmistakable 
evidence of 
mechanism was not established ; 
stimulation then ca 


was present, sinus 


but the 


intoxication 
rate 


was slowed. Vagal used 


LEAD II 


Sileesteces: 


fenssscens seeesuss 


4. Nodal tachycardia. Quinidin 


string constantly observed. 


intermission, though previously) 


table I.) 


next day 


no 

(See 

The 
10 


with a rate of 170 
vein in 


thirty- 


of cc. of digifolin was given by 


period of 
minutes. the 
and in thirty-six minutes sinus 
the 
rate 
to 
when change 
though the 
the 


divided doses during a 
four Slowing of rate began 


early, ech- 
ensued with fairly slow rate of 
95. The 
that it was impossible 
the string 
took 
it occurred 
(See 


anism 
gradual 


Was SO 
tell 


the 


change in 


from move 


ment of 


mechanism patient 


place, 


knew when by reliet 


palpitation. figure 6.) 


of 


of 
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leaving off digitalis for a 


After 


he again entered the hospital in 
ration three 


to 


tachycardia, rate 145, 
After the rate 
then giv 
the next 
Ss cc. 
Ten minutes later hi 


He 
Du 


Was @ 


exercise rose 160. 
= 


atropine, 1/25 grain. 


he 


en 


thirty-seven minutes 


of digalen and 50 grain of atroy 


but in fifteen minutes more this 


1-18-31 


we PSE OND TRY % De 
Seetersestiseasaiciin % see REE 
SABLE ET 

% ane 


sulp] 


whi 


he 


be no 


icular rhythm 


to an aur 


the 


back 


sisted until next day, when 


sinus rhythm. ‘There can 


that he 


slow 


1 enough atropine to 


hat 


| digitalis 


but 


an enough 


Vagus 


effect. 


the 


full (See figure 7.) 


COMMENT 
three casi 
ther 

In 


mechanism was possibly nodal. lh 


In two of the above 


was used 


attack. 


which quinidine 


an arrest of the 


three there was a definite 


auricu 


Ver 


a sinus mechani 


had chat w¢ 


slow in : 


Ve 


mont! 
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Auricular tachycardia. 


the of the attack. In the two in 


which the attack was arrested, the sinus 


rate 


was at first almost as fast as the 
that the 


mechanism of paroxysmal tachycardia 


rate 
paroxysmal rate. Assuming 
is a circus movement, quinidine slows 
and 
the 


the rate by slowing conduction 
increasing 
refractory the auricular 
In the two to 


in one in which quinidine 


the attacks by 


of 


arrests 
period 
muscle. cases reacting 
quinidine, 
was inactive, and in one in which quini- 
digitalis slowed the 
arrested the attack did 


It is difficult to explain the 


dine was not used, 


rate and as 


quinidine. 


action of digitalis slowing the rate 


Digitalis. 


Barrier 


TIME RATE 
17:39 160 


8:08 8 cc. Digifolin 
8:23 4 cc-Digifolin 


8:40 4 cc. Digifolin 


8:42 95 
Sinus rhythm 


RIES EE eee 
euaeses 3! 
noises acces 


* 

ont 
ee oo 

2 
fae 


HueuNext day 


eSinus rhythm 
nag LVETted T 


coe 


Tracings 


for in other examples of circus m 
namely flutter, it 
its effect through the 
the 


ment, increases 


rate. By 
digitalis may decrease conductiot 
time out of proportion to the decreas 
in the refractory period and end circus 
it may end circus move- 
the 


refractory 


movement, or 


ment by its effect on muscl 


lengthening the period. 
In one case digitalis failed to arrest 


permanently an attack after com] 
paralysis of the vagus by atropine 
that 


action 


seem, therefore, digit 
the attacks 
With atropine, 


rate. 


would 


arrests by on 
vagus. digitalis slow 


the auricular 
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SUMMARY 


ser} 


The important features in a 


i twenty-six cases of supraventricular 
Cases of wm 


tachyeardia are noted. 
usual duration are reported, one case 
nother being in a permanent attack 
r nearly six years unless treated 
(Juinidine in most cases of supraven 


tricular tachycardia is the more desit 


r an attack lasting three vears, 


s2soists 


soascistss 


tar N, 
rt tailure 
the drug 

two cases where quini- 


vear, it ha | 


ontinued fot 


to be used in increasing doses 
Continuous digitalization has been 
extended over periods as long as one 


and a half vears. While the continuous 


use ol digit ilis is to be pre terred over 
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quinidine, the drug must be used in of action of drugs cann 


such large doses that toxic effects ap- Digitalis did not arrest 


pear. a patient who had received 1/1 


Both digitalis and quinidine will slow of atropine. 
the rate and arrest the attacks in the Both digita 
same patient. Until the mechanism of by mouth, 


these attacks 1s better ki wn, the mode drugs by 


TERRELL, 
cation 

KORNS, H M 
clinical study 
Experimental, 
ERR, 15. 
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The Response of the Cardiovascular System to 
Respiratory Strain: A Measure of 
Myocardial Efficiency* 


By ALLAN Eustis, B.S., M.D., F.A.C.P., New Orleans, La. 


HI. importance of determining promising clinical method of estimating 
the functional capacity of the the functional state of the circulator) 
myocardium in organic heart system’. Several of my publication 
disease has engaged the attention of bear evidence that its clinical value ha 
cardiologists for many years; but in been appreciated by me since 1924, ai 
1922, Brittingham and White,’ after a at the Sixth Annual Congress of An 
careful study of the tests then in use,  thetists in Washington in May, 1927 
concluded that there was no satisfac- suggested that a_ simplification 
tory test for cardiac function. During Frost’s original technique, utilizing 
this same year Frost? arrived at the only steps 6, 7 and 8, would result 
same conclusion, and at the annual simple test whereby anesthetists 
meeting of the Association of Life In- judge the patient’s cardiovascular stat 
surance Medical Directors of America, before an anesthetic was given. Lat 
he described a new cardiorespiratory I published® a description of the m« 
test developed in collaboration with fied technic, which I have been usii 
Dwight, which was being used by the for the past five years. 
New England Life Insurance Com- In following the progress of cases ot 
pany in evaluating cardiac cases. A chronic myocardial insufficiency tl 
report of this meeting was not pub-  cardiorespiratory test has been of 
lished in the current medical journals estimable value to me, while the thet 
which pre ybably accounts for its being peutic indications have often been pt 
overlooked by the profession at large, icated upon the patients’s respons 
but subsequent publications by Frost* this test, as well as the diagnosis bein: 
should have augmented the scant at- suggested by same. Common set 
tention which it has received, especially = quod prevail in the interpretatior 
at the hands of the cardiologists; al- the response, as Schmitz’ so aptly sug 
though Herrmann’ in 1927 states, gests in a resumé of the value " 
“The cardiorespiratory test as de- ous heart function tests, when he call 
scribed by Frost is certainly . ee attention to the fact that most invest! 
en, _ gators have made the error of emp! 
*Presented at the Baltimore meeting of : : , 
ing the various tests as_ heart 


the American College of Physicians, March 
1 


+h 


rather than as tests of the person wit 


PI + 
Tes 


24, 1931. 
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wart disease. The cardiorespiratory 
test depends upon the physiological 
fact, that increase in intrathoracic pres 
sure caused by forcible expiration, ré 
sults in a rise in systolic blood pres 
sure, a subsequent fall, and then a ris« 
above that of the initial systolic blood 
pressure in an individual with a nor 
mal cardiovascular system 

\ study of 160 responses on 125 
ases taken from my office files. forn 


th 


ie basis of this paper, no attempt b 


m< 


made to review other cardiac fun 


tional tests. However, attention should 


be given to a recent combination test 


levised by Mackenzie* and his « In ot 
vorkers in the Medical Department « 
he Prudential Life Insurance Con 


nv, wh h is called the flarime ter test 


this being an ingenious combinatio1 


i 


step test, cardiorespiratory test, I rt t t i 


ind the ability to hold the breath afte 


exercise, | have had but little perso 


experience with this test. but it 


th 


appears 
complicated for general clinical use 
et, the spirometer used in the test 


piration 1s probably preferable 


he simplex spirometer, which as 


curate measure of vital capacity, is 
] 


t pr 


id] nittedly open to criticism, 


letter recently rece ived frot 

st, who is Medical Director of t 
ew England Mutual Life Insurance 
mpany, where the cardiorespirator 
st has been in use in his department 


e€ 1922, will bear quoting in full 


iil 


He writes: 


e are still using the cardi respirator Mspirati cautioning him 
routinely in our work and think as the pressure aur nd kee 
it as ever Our experience is nov 1! 1 
on trom 68,000 to 10,000 such test ry 
Nave just finished investigating s,o 
iduals whom we have accepted upo : 


‘ t110n as compieted, the 


isis of the test and are satisfied tl 
11; 


vides us with the means of contr 


’ c stoli ate 11T¢ ell 
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tions present in cases numbers 22, 26 


and 34 are those often associated with 
myocardial changes; while no. 87 was 
the response of a man 64 years of age. 
at which time of life a weakened heart 
muscle is by no means rare. So it is 
not illogical to suppose that in these 
cases the poor response was due to 
weakness of the heart muscle rather 
than to vasomotor phenomena. No. 
124 was obtained on an asthenic in- 
dividual, who is easily fatigued, with 
no demonstrable evidence of any focal 
infection, and with no manifestation of 
myocardial lesion. His skeletal muscles 
are flabby, and accepting Starling’s 

f the heart 


idea, that the physiology « 
muscle as regards its ability to contract 
and perform work is identical with 
that of the skeletal muscles, it may be 
assumed that in this instance, also, the 
myocardium was weak, though no other 
symptoms of myocardial insufficiency 
could be elicited. 

In all of the other 51 poor responses, 
the appearance of a murmur at the 
apex, or the accentuation of a pre 
existing murmur, or an increase in 
pulse rate, cough or dyspnea were de 
tected after strain was put upon the 
heart by the test. Some cases (num- 
bers 13, 21, 90, 91 and 92) responding 
poorly at first examination, responded 
to the test normally after the heart 
muscles had been toned up by gradu- 
ated exercise, and other therapeutic 
measures. This is especially well illus- 
trated by the responses obtained on 
case gI (chart II, D, EK and F). Four- 
teen responses only, on cases of hyper- 
tension are recorded, the small num- 
ber being due to the fact that I rarely 
run a test on an individual with an 


initial systolic blood pressure of 180 


Allan Eustis 





mm. Or over. 


Such cases tend t 


spond excessively to the test 


danger of cerebral 
hypertension durit the test must 


constantly borne in mind. Deta 


few of these cases will be fou 


discussion of chart I\ 


Disc { 


(Casi PS Fs 


first seen in 


Ibs. : height 


muscles flabby 
1 


There Was dé fini 


t 


hemorrhage 


( ( 
lawver, 55 ve 
O26 weight 
i: oOo In. at tha 
ind pendulous abd 
- ' 
ite cin ii ¢ id 


myocardial insufficiency, but 


organic valvular lesion in 


The response to the cardiorespi 


test (A) is 


cl 


heart muscle; 


] 
t 


Ii¢ 


laractel istic oO 


1 


] ] 


] : 
ad 10ng daelay | 


before return of the sounds t 


after each expiration and a drop 1 


third step 


with an increase 


removal of diseased t $1] 
Lynch, and gradually increasi 
cise, with a loss of 1o Ibs 

he had improved symptomati 


1928, when test (2B) was made 


this shows 


alll 


mmprovement 


1° 
} 


sponse to the cardiorespirator\ 


is still below 


physique. 1* 


has engagec 


pre yressive 


1 


1] 


iT 


1 


ormal for a mai 


the past thre 


regularly in golt 


] 


in weight of I | lbs., while his 1 


(C) to the 
normal. 


cardiorespirator\ 


Kes pons: ) dD. E and fF "¢ me 


A business executive 61 years 


has been under my constant 


tion since 1912. He had acut 


++ 


weight 164% lbs.; height 5 tf 


Iprovement phys 


his muscles becoming firm with 


8; 
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sponse (H) to th irdiorespiratory ( 
test is normal. (Ca )2?). An executive 61 vi 

Respons s I and f ( } \ weight 160 S eight 5 5 S 

ecutive 62 years old; weight 185 seen first by me, N 6, 1928 
Ibs.; height 3 ft. 8% in., with clinical an enormously enlarged heart 
evidence of cardiac decompensation fol erse cardiac dullness measuri 
lowing stitiobed influenza, gave onl ‘m.; extra systol every tl 
a moderate respons L) to the car fourth beat, systolic murmur 
diorespiratory test in 19. \f tol not ement 
ing up the heart muscl ith regul live ( ( mou 
exercise in the forn O volt three 11 ( l¢ ly ences 
times a week 1eT¢ WW lo lini ] impaired hi ee l | but the r¢ 
vidence of cardiac eakness (A 

responsi (| ) to ( rdi ra falling 

test was normal in 1927. He has c side1 

tinued id health up to the present musel 

time 
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cal exammation denoted a normal response often obtained 1 
heart ual leadin sedent fe Su 
Response J (Case So). A manager patient continues to present a lik 
of a retail furniture store, 50 years o sponse until exercise enfores 
age; weight 151 Ibs.; height 5 ft. 6 classify this type as a “I heart 
leading a very sedentary life, con- the usual r sé obably | 
sulted me Feb. 2, 1926, complaining of — in clinical significanc ther than 
forcible cardiac pulsations at frequent t prophylact r suran 
intervals. No dyspnea or other symp- point. Thi tic s now 
toms of cardiac decompensation. The health, still works d t 
transverse cardiac dullness was I4 cm. SETCIS¢ 
here was slight roughening of first ( hese curves r 
sound, but no murmurs. No evidence hre ses. whi have progré 
of cardiac pathology could be detected. lownwa clinicall d two 
Response (J) to cardiorespiratory test cases 
is feeble and below normal, but 1s pre- R NS ( 
sented as an example of the tvpe of | physician ¢ ( t 147 
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murmurs, but extra systoles and pulsus 
alternans, while an electrocardiographic 
tracing made by Dr. Rosen disclosed 
auricular fibrillation, ventricular extra 
systoles and evidence of myocardial 
(F) 


response 


disease. Cardiorespiratory test 


at this time showed a poor 
with a great reduction in vital capacity 
since the former test. 


Response G (Case realtor 


o4). A 


58 years old; weight 155 Ibs.; height 


T 


5 ft. 7%4 in., consulted me Jan. 20, 
1928, for an oppressed feeling in the 
chest while walking fast, associated 
with a peculiar tingling sensation in 


left arm and left hand. There was no 
He had noticed the 


toms for the past two months whenever 


actual pain. symp- 


he walked fast, and he stated that when 


he stopped the sensation would pass 
off promptly. There was no enlarge- 
ment of the heart and no murmurs 


were audible until he walked briskly 


and down the examination room 


up 
20 times, when a soft systolic murmur 


became audible at the apex. The re- 
(G) to the cardiorespiratory 
myocardial 


sponseé 


test suggested weakness 


and he was advised to go to Clifton 


Springs for treatment of his heart. 


Unknown to me he consulted a con- 
mine, not telling him of 
not 


murmur, told him that his heart was 


frere of my 


advice, and the latter, hearing a 


normal. Three months later he had an 


attack of coronary thrombosis while 
walking on the street, followed by dila- 
tation and hypostatic pneumonia, from 


he died April 27, The 


27, 1926. 
response to the cardiorespiratory test 


which 
and the increase in pulse rate, as well 
as the appearance of a systolic murmur 
at the apex after the test gave definite 


evidence of myocardial weakness. 
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An exe 


tive 49 years old; weight 203 


im) 7 - 
Response H (Case 05). 


height 5 ft. 11 in., a mild diabet 





had been under observation since IQIs 


and repeated examinations of his 


1 


diovascular system had never sl 
any abnormality until Nov. 30 "7 
) _ er la: f ] 
when he complained o dull 9 
7\" 1? 77 1 . Ps . : 
pain in the cardiac region; not 
ST ge ae en 1] f 
Stant, Dut Oming on usually atte \ 
: 6 me i acs anaes _— 1 41 
In?. ine neart waS not enlarger e 
were no murmurs audibl fo 
; 
cardiorespir% test H) w 
| 1 
nicn L\ a oor sponse; wit 
pearance, a the test, of ext 5 
t le il SOIt svsto irm 
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a} ‘ icivi ( ) ) 4 
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rest and with wal from business 
7 7 
vities, ii co | tO have 
+e 1 ne ] ] 1 re . 
ttacks ind fie qaied trom 
thrombosis Jan. 27, 1 
a ; 
Chart I] ‘his chart is 
to show a tend to eract 
] 1 * = 
MmOOd pressure ré 5] ) ( 
hypertension when tl cardi 
] + 
culature 1S compe Té 
k PONUSES | : ld ¢ ( ( 
I. lt Od) These all ed f 
1 
ebral hemor1 we in two arn 
ears, one and three-quarte ( 
~ 1 1 
live lonthns, respe ively, atter t 5 
were made. The poor response (‘ 


ce, with arte 


aman 53 years of age, 
rosis and a history of previous 
tension, denoted a failing heart 
which coincided with 


ture. After compe! 


there was a return of hype 
death followit from cer 
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in five minutes by a normal 
when he was properly cautioned 
Responses E, F,G,H,and 1, A nor- 
mal individual 35 vears old, gave a mercury 
normal response (E.) with the proper tion of 
technique ; a slightly higher response tained on the 
(I) when the same amount of air was experienced no 
expired at a pressure of 50 mm. instead _ full co-operation 
of 20mm. Responses (G and H) are some women who seet 


below normal, obtained by expiring — breathe deep! 
varying amounts of air at a pressure 

of only to mm., while (I) was obtained SUMMARY 

by extreme inspiration and expiration 1. A modification of the or 
of 260 cubic inches of air at a pressure cardiorespiratory test, devised 


of 60 mm. Frost, is described, which, on a 
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ts simplicity, is applica 


il needs in 


cardiores 1 
formed, is presented 


poor response 


r cent: 2 


and a normal 
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Auricular Paroxysmal Tachycardia Caused 


by Digitalis 


Report of a Case**f 


, tacks. 
of age, suffering study to 
congestive heart fail- 
ure and hvpertension, was being digi- 
talized,** he returned to the clinic com 
plaining of « yf very rapid heart 
action. He stated that they were abrupt 
in onset and varied in duration from 
a few minutes to twelve or more hours. 
Some of these ‘ks were observed 
later in the clinic and thought t 
auricular paroxysmal tachycardia. ~ 
ven weeks afte r 
onset (see EKG no. 148, plate I; com- 
pare original EKG no. 123, plate I). 
i attacks were assumed 
be spontaneous an attempt was made 
to prevent them by more complete dig 
italization, following 
made by Levine and Blatn 
tacks, however, became more fre 
with this treatment and since a 
of his history indicated 
not been troubled by 
type before he first 
the possibility was evident that t 
digitalis might be the 
*Received for publication, Ma 
+From the New Rochelle Hospital 
Clinic, New Rochelle. N. Y. 


**T ederle tablets and Davi 
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Company pills of th 
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PLATE“I- 


Prate I. EKG no. 123, initial tracing before administration of digitalis showing left 
ventricular strain according to Barnes and Whitten.’ No. 148, rate 180 per munute, 
one of many recurrent attacks of auricular paroxysmal tachycardia after digitalization, 
on a maintenance dose of 0.1 gm. a day 
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Pirate II. EKG no. 24; leads II and III show rare premature auricular conti 
tions. Note respiratory effect on S-wave. Made ten days after discontinuing 
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170 mm.; and diastolic, 130 mm. of Hg. in bed without improvement, digitalis 
[There was moderate edema of the ankles as administered It relieved him of 
On August 24, 1929, radiographic exami ; . 
4 19 I it also induced auricular 

tion of the chest at 77-inch focal distance ' | " ' 
. . tachycardia. wo subse- 

revealed an aortic type heart with left ven ' 


tricular enlargement, right interlobar pleural ybservations with rest periods 
kening, emphysema and_ bronchiectasis ; n ay intervening, during 
te XIII). 


vithheld, 
Jan. 16, 1930, his blood chemistry , 


digitalis 


nal, as were also his blood count 
analysis. His blood Wassermann 


tive. 
l 


\ diagnosis was made of: (1) Chr 


rt disease associated with hyperten 
ymonia, chronic bronchitis, emphysen 
chiectasis, asthma); (2) Greatly 

d heart; (3) Regular sinus rhythm 
nal premature contractions, sinus 


(4) Karly congestive heart 


\lthough indicating that his attacks 
‘curred only when he was receiving 
ligitalis (AKG no. 153, plate III) the 
idence during this hospitalization was 
t convincing, because he came to the 
ls after weeks of such medicati 
no control period free from the 
lrug and attacks of tachycardia had 
revailed. He was discharged without 
medication for the purpose of studying 
he condition further. 
Tachycardia did not occur for three 
ths until the patient on his own 
nsibility, because of dyspnea, took 
two grams of digitalis in ten days (0.2 
gm.a day). This resulted in an attack 
chycardia which lasted intermit 


for four days. 


ULAR PAROXYSMAL TaAcHyY- . ms 

, InpucED By DiciTALis THREE 5 Sram mis occurr 
Times UNDER CONTROLLED ybtai 

CONDITIONS 

r two more months without dig 

in which period he had no at 

he was again admitted to the 

|, this time in marked congestive 


Following a rest of four days 
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PLATETV- 


Pirate IV. EKG no. 177, control 5 days prior to 183; nos. 186, 187, 188 
during 5-day interval after 183 when digitalis had been temporarily discontinued. Compa! 
postural effects in leads ITI. 
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at i fw 
PLATE-YI- 
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LATE VI. EKG no. 191, control made 20 hours after n showing transition 
n lead II from the “normal” to the ectopic P-waves and an incre: 1 rate No. 192, 
ontrol tour hours later. 





tachycardia was attended by a 1:1 
(EKG 


There- 


rhythm alternating with block 
nos. 256 and 261, plate X). 
after, for three days a “normal” rate 
and rhythm were constant (nos. 262, 
263 and 266, plate X). 

Period Three. Another week hav- 
ing intervened since the administration 
of digitalis, 0.9 gm. was given within 
ten hours. Three hours after two- 
thirds of this amount had been taken, 
he had a regular sinus rhythm, with 
a “normal” rate (no. 267, plate XI). 
Three and three-quarters hours after 
the final third (0.3 gm.), the patient 
complained of tachycardia (no. 268, 
plate XI). Block again followed for 
two days (nos. 269, 270, 271 and 273, 
plate XI) and on the second and third 
days after digitalis had been discon- 
tinued, short periods of palpitation 
(1:1 rhythm) were again observed by 
the patient and internes but no electro- 
“normal” 


sub- 


cardiograms were taken. 
rate with regular sinus rhythm 
sequently prevailed (nos. 274; 275, not 
reproduced; and 276, plate XI, re- 
corded on succeeding days). 


ADDITIONAL OBSERVATIONS 


In an attempt to obtain more infor- 
mation relative to the origin of this 
patient's paroxysmal attacks and the 
relation to them of digitalis, additional 
observations and tracings were concur- 
rently made. The effect of vagus stim- 
ulation by compression and eye-ball 
pressure ; of exercise ; of forced cough- 
ing; of holding a deep inspiration; all 
before and after the administration of 
digitalis, and the effects of amyl-nitrite 
inhalation, when no digitalis had been 
given, were studied. 

Vagus Stimulation. At 


this time, 
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no digitalis having been administered 
for forty-six days, right vagus com- 
pression, left vagus compression, right 
then left eye-ball pressure, all failed to 
alter materially the control electrocardi- 
ogram (no. 293, plate XII). 

administration, 


During digitalis 


results which 
the 


Right vagus compression produced car- 


vagus stimulation gave 


varied apparently with dosage. 


diac standstill for 3.6 seconds and slow- 
ing subsequently to a rate of 40 and 50 
per minute, after the patient had re- 
ceived 1.2 gms. of digitalis in divided 
doses during a period of twenty-five 
hours. The P-waves were sharpened 
and the T-waves deepened (no. 190, 
plate V). 
Following an 


increase in the daily 


dose of digitalis, vagus pressure failed 


to produce cardiac standstill. Sharp- 


P-R int 


result 


lengthened 


block did 


ened P-waves, 
vals and a 2:1 
[Q3, plate VII). 

With 


daily dose, the only result of left vagus 


still another increase in 


compression was expressed by sharp- 


ened P-waves. Right vagus compres- 


sion at first almost completely obliter- 
ated the P-waves and reduced the P-R 
0.12. second 


interval from 0.20 to 


(nodal rhythm; dislocation of pace- 
The 


tected as before (no. 198, plate VIII ). 


maker ). T-waves were not al- 
Space does not permit reproduction ot 
the electrocardiogram but in this same 
tracing right and left eye-ball pressure 
the results as 


separately gave same 


right vagus (neck) compression 

At another time, two days aft 
erams of digitalis had been give 
hours, a run of auricular paro> 


tachycardia was interrupted b 
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vagus pressure and resulted in 5:1, 3:1, 
2:1 block (no. 256, plate X). 

The only effect of exercise after 
digitalis had been withheld for forty- 
six days was to increase the rate from 
100 to I10 per minute. After digitalis 
had been administered, 
sulted in tall, sharply pointed, ectopic 
P-waves (no. 157, plate II) like those 
appearing in his first recorded auricular 


exercise re- 


Pirate IX. EKG no. 208, control 


150 per minute. 


paroxysmal tachycardia (no. 148, plate 


I). On another occasion, the effort 
of sitting up in bed transformed an 
auricular paroxysmal tachycardia, with 
a 2:1 a-v block, auricular rate of 180 
per minute, to the same type of tachy- 
cardia with auricular and ventricular 
rates of 150 per minute. Reclining 
again resulted in the original block (no. 
183, plate III). These variations were 
immediately repeated and_ recorded 
three times with the same result. 
The act of coughing produced the 


characteristic ectopic P-waves, digitalis 


after 
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previously having been administered 
(no. 267, plate XI). This effect also 
was observed when no digitalis had 
been given. 

Holding a deep inspiration induced 
the ectopic P-waves, following the ad- 
ministration of digitalis (no. 193, plate 
VII). When digitalis had been with- 
held for many days, this could not 
duplicated. 


I month without digitalis 


The only effects of amyl-nitrite 1 
halations six days after digitalis 
been discontinued were an increas‘ 


the rate from 100 to 120 per minut 
and slight elevation and sharpeni 
the P-waves (no. 277, plate XII). 
SPONTANEOUS PREMATURI 
CONTRACTIONS 
auricular 


Spontaneous prematurt 


contractions were recorded in on! 
of the forty-five tracings from this 
patient made during more thar 


vear’s observation In the fit 
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stance they occurred during digitalis oped with atrioventricular dis 


administration (no. 157, lead II, plate after receiving large amounts of digi 
II). Nine months later, when no dig: talis. No mentior 
ing paroxysmal in type, having their 


is made of their be 


talis had been given for ten days, such 
premature contractions of spontaneous origin in ectopic foci. Reporting an 
occurence were recorded (no. 24, leads electrocardiogram of his Case 3, he ex- 
II and III, plate II). pressed the belief that the rhythm orig- 

Spontaneous ventricular contractions inated in the auricle. “Auricular waves, 
also were rare (no. 191, lead I, plate iowever, cannot be clearly distin 


VI; no. 247; lead II, plate IX). 


aroxysm Or 1n 


rd which immedi 


CoMMENTS 


A thorough search of relevant work 
published since 1912 failed to reveal 
an instance of auricular paroxysmal 
tachycardia that was definitely proved 
to be due to digitalis. 

Bastedo* has reported a case of 
oxysmal (auricular) tachycardia whi 
he considered as produced by digitali 
but the origin of this disturbed card 
mechanism is not accurately dem 

ince the tracings are 
eTrams 

Hloward* presents one case ¢ 

others from the literature 
auricular and_ ventricular 
hycardia due to digitalis. He pu 
hed only one electrocardiogram 


patient in which he found co-exist 


+< 


auricular and ventricular tacl 
lia with rates of 195 and 160 
tively. The P-waves, as he 
inverted and therefore “this repre 
ts an auricular tachycardia origit 
in an ectopic focus in the auricle 
but the repetition of such productior 
not obtained because of the 
t’s death. It is not possible to st 


certainty that the digitalis was 


uten* reported four patients witl 
su7h 


oO! 


al cardiac mechanisms in 


rary auricular tachycardia devel 
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Pirate X. EKG no. 254, auricular rate 220 per minute. 
per minute. 


FE Nt Nal we wet te so Ne inf oN Nk wa Wel tid Ni wad Nat a Nel Nw 
_268i 268 7% 


A690 ih 


27377 


PLATE-~XI- 


Pirate XI. EKG no. 267, three hours after administration of total of 0.6 gm. digitalis. 
No. 268, three hours and forty-five minutes after final total administration of 0.9 gm. 
digitalis. 





Tachycardia Caused by Digitalis 


ae TELM RL Vd 
nitrite Ti zi 


ye a | 


“ws mn NaagttNe ay lg 


aaa ; 
Sdmay ett. nate 100.65) “ie ihiditiaes 


LATE XII. EKG no. 284, control 26 days after discontinuing digitalis. Note 
Postural and respiratory effect on deviation of electrical axis as compared with Ni 
twenty days later. 





870 


to an end phase of his auricular par- 
oxysmal tachycardia. 

In electrocardiogram no, 183, plate 
III, while the auricular paroxysmal 
tachycardia is present with a 2:1 block, 
the onset of 1:1 rhythm, the release 
of block, is nicely shown, occasioned 
by sitting up in bed. The interruption 
of such ventricular response, re-estab- 
lishment of a 2:1 block, is also shown. 
Such transitions likewise are seen in 
no. 250, plate IX, without previous 


effort. 


SUMMARY AND CONCLUSIONS 


1. Presented with an adult male, 
past middle age, having hypertension 
and congestive heart-failure, it was ob- 
served more than nine times that the 
digitalis, which gave him relief from 
his symptoms (dyspnea, cough, passive 
congestion, edema) concomitantly in- 
duced auricular paroxysmal tachycar- 
dia followed by a 2:1 block, in which 
the abnormal auricular mechanism pre- 
vailed. 

2. These abnormal rates and 
rhythms occurred only as the result of 
digitalis administration. 

3. The writer was unable to find 
any reference in the literature to such 
a mechanism due to digitalis so con- 
clusively proven. 

4. Various methods, such as effort, 
deeply held inspirations, forced cough- 
ing and amyl-nitrite inhalations were 
utilized in an attempt to induce the 
attacks, both in the presence and in 
the absence of digitalis administration. 
When no digitalis was being adminis- 
tered they were consistently unsuccess- 
ful. Ectopic P-waves like those occur- 
ring with his attacks were, however, 
obtained, but in only one instance, by 
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forced coughing, when he was free 
from the drug. 

5. Various attempts were made t 
ascertain the effects of vagus stimula- 
tion. While he was free from digitalis, 
external vagus stimulation did not pro- 
duce any change in the cardiac rate or 
rhythm nor any electrocardiographic 
variations. Neither did digitalis alone, 
even in full dosage, slow the rate as 
would have been true had it acted di- 
rectly on the vagus. But the heart at 
different times, affected by different 
amounts of digitalis, was rendered sus- 
ceptible to external vagus stimulation 
in effects varying from complete car- 
diac standstill to 5:1, 3:1, 2:1 block, 
with auricular slowing; to nodal 
rhythm and no slowing; or to ectopic 
P-waves and no slowing, depending on 
the size of the dose. These vagus re- 
sponses, occurring only in the heart 
affected by digitalis, correspond to the 
method of Weil® for determining the 
onset of toxic digitalis effects. 

6. Spontaneous premature contrac- 
tions were exceedingly rare, either of 
auricular or ventricular origin, in th 
presence or absence of digitalis admin- 
istration. 

‘J No toxic symptoms due to digi- 
talis ever occurred, even with full cal- 
culated dosage, except the abnormal 
mechanisms previously mentioned. 

8. The 


these observations is, 


practical significance: 


as others have 
noted, that graphic methods are espe 


trant 
Clits 


cially valuable for diagnosis 1n pat 


with sinus tachycardia, particularly ™ 


those who need and are receivins 
talis. In this instance even mil 
repeatedly resulted in auricula 


oxysmal tachycardia, with or wit 





Tachycardia Caused by Digitalis 





872 


2:1 block with a rapid ventricular rate, 
which without  electrocardiographic 
control, might naturally have led to the 
futile use of more digitalis and in- 
creased toxicity in an effort either to 
slow the ventricular rate or to prevent 
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the often recurring “clinical” auricular 
paroxysmal tachycardia. 

I am indebted to Dr. Harry Gold of Ney 
York for his helpful criticism and sus 


tions in the preparation of this report 
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Hospital Diets 


66 ROUTINE hospital diet should no more be 
a prescription for the pharmacist. 


a mysterious affair 


If its existence is at all justified 


it should be based on the same rational principles that govern all other 


forms of therapy. <A routine diet 


should have a 


purpose, a plan, and 


objective; it should be based on the laws of nutrition; it should contemplat 


specific needs in the patient; it should have its indications and its contrat 


tions. Properly employed, the routine hospital diet becomes a convenience to the 


physician, to the administrative staff, and to the patient.’- 
tetics, by Harry Gauss, M.S., M.D., F.A.C.P., C. V. 


(From Clinical 
Mosby Company. 





Medical and Surgical Problems Associated With 
Coronary Sclerosis*t 


By ArLiE R. BArRNEs, M.D., F 


ODAY, beyond doubt, heart dis- 
ease is the “captain of the men 
of death.” 

accounts for a 


may 
Coronary sclerosis ork of 
large proportion f 

leaths from heart disease. 
not be 


lation 
This might 

SO depressing if death fr 
‘oronary sclerosis came after a 
, but too often the condition claims 
its victim when he is in his prime and 
vhen elsewhere in his body there is 1 


vidence ot 


1T¢ 


serious deterioratior 

*is a distinct need for a review of 

the common aspects of this disordet 

bring into sharper view its clinic 
nifestations, and to call attentior 

bearing the newer knowledge h: 

the solution of the many problems 


h coronary sclerosis presents. 
\ddi 


tions have been made to knowl 
of the normal coronary circula 


ind its pathologic changes. Spalt 


Gross, Whitten and 


Campb 
greatly enlarged knowledge 
ormal coronary circulation. 


bution f the branches of 


coronary artery to the basal and 

ror portion of the left ventricl 

bed by these writers, has not re 
the attention it deserves a1 


ult has been failure to 


itted for publicatior 
the Division 


ic, Rochester, 
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absence of acute infarction in the right 
ventricle. 

Gross is of the opinion that with 
advancing years there is increasing im- 
poverishment of the circulation through 
the right coronary artery as compared 
with that through the left. Whitten’s 
studies did not support that view, for 
he wrote: “The portion of the right 
coronary artery which supplies the left 


ventricle keeps pace in its vascular de- 


velopment with the left coronary artery 


in successive decades.” Certainly if 
myocardial infarction can be considered 
as an index of the inadequacy of the 
coronary circulation, the overwhelming 
frequency of its occurrence in the left 
ventricle indicates failure of the circu- 
lation to the left ventricle with advanc- 
ing years rather than failure of the 
circulation of the right ventricle. 
Comparative anatomy shows that the 
presence of coronary arteries is associ- 
ated with the development of a cortical 
myocardium.*° In the lower animals 
the blood circulates in the intratrabecu- 
lar spaces, through the whole thickness 
of the cardiac walls. Higher in the 
animal scale, in reptiles, the inner tra- 
becular part of the myocardium retains 
a thebesian, sinsusoidal circulation 
while there is a definite coronary cir- 
culation to the cortical portion of the 
wall. There is free communication be- 
tween these two systems of circulation. 
In the rabbit “the thebesian, intertra- 
becular circulation is much reduced, but 
it retains its connections with the cor- 
onary capillary system, and persists as 
an integral part of the adult myocardi- 
al blood supply.’’*° It is not surprising, 
Wearn*® 
have been able to demon- 
the 


therefore, that and his co- 


workers?’ 
communication of 


strate in man 
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coronary circulation with the chambers 
of the ventricles, either by way of the 
thebesian vessels or by means of « 
onary capillaries communicating direct 
ly with the ventricular chambers. Cas 
of bilateral occlusion of the ostia of tl 
coronary reported 
The had 


curred gradually, and probably had 


arteries have been 


occlusions presumably 


isted for some time prior to the att 


1 
1) t } 


It is apparent that in 
to the heart 


such cases 


had to 


thebesian vé 


circulation 


place by Way yf I1¢ 


through their connection with the 
onary circulation. 


Besides the thebesian  circulat 


there is a variable degree of pre- 


lary anastomosis of the coronary 


teries. The coronary arteries ar 


longer considered to be strictly e 


arteries. ‘The degree of anaston 


appears have individual variati 


and on this account it may be assum 


some inherently, 


that persons are 


with a circulati 


1° 
| 
| 


ittle a 


dowed coronary 


which is ble to cope with 


closure of a coronary v‘ ssel. The 


eree of anastomosis tends to inet 


with advancing age, and that ma 
fewer persons 
than SeVE nty years of age die of 
those 


oblite 1 


one reason why 
occlusion than 
The 
of coronary vessels also plays 


the 


coronary 


earlier rate of 


age. 


portant part in extent to 
develop. 


LeC 


anastomotic channels 


studies of Oberhelman and 


interpreted to mean tl 


those normal hearts in which thet 


may be 


a negligible amount of anastomos 
the coronary vessels and in whic! 
arteries are essentially end art 
sudden occlusion of an artery 1s 


to result in sudden death. In 
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vhich are fairly normal, and whicl 
gossess rich collateral circulation, sud 
len occlusion of a vessel may be well 
lerated, may lead to infarction and 
subsequently to healing by fibrous r 
lacement. In hearts with slow devel 
pment of sclerotic narrowing, abut 
coronary anastomosis is likely 
ccur and it is in this group that sud 
coronary occlusion is best tole 
ted. As Benson remarked, “It must 
> concluded, then, that arterioscleroti 
narrowing of the coronary arteries 
lated to thrombosis of these vessel 
an unmitigated evi 
y prepares them for tl 
that is to come.” 
pain observed 
lusion of a coronary vessel 


ars to have a definite px 


+ 


isis. The major difference betweet 


is pain and that which is unassociat 
th coronary occlusion is probably 
legree only. Atheroma of the coro 
arteries is the common lesio1 
d in cases of coronary scler 
j 


the pain 1s consid red to be 


thie 


ot anoxemia‘* due to a 


“suddenly insufficient for the nee 
heart muscle for the moment 
ain cases of angina pectoris, suf 

changes in the coronary vessels 
unt for inadequate blood supp! 
cking, and a paroxysmal vasom 
pasm has been postulated to ex 
these cases. The demonstratiot 
rep and Segall that there is vaso 
control of the coronary circula 
n the dog might be regarded as 
‘upporting the conception of such 
mechanism of production of pain 
lowever, the explanation of anginal ni ' ; pt at their origin, 
lrequ¢ ntly 


n the basis of paroxysmal vaso where 


spasm is at present devoid of leads to 
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The myocardium, in cases of coro- 
nary sclerosis, may not exhibit changes, 
or it may be involved in varying de- 
grees of myocardial necrosis and re- 
placement with fibrous tissue. Diffuse 
myofibrosis, interspersed with fairly 
normal muscle fibers, is found in the 
region supplied by a severely diseased 
vessel, and probably results from grad- 
ual occlusion of the vessel. This pro- 
cess is considered to be due to chrenic 
infarction, and its degree will be influ- 
enced by the amount of injury that 
exists in the vessel, and by the extent 
of the development of accessory chan- 
nels of circulation. Hypertrophy ot 
the heart is present in the majority of 
cases of coronary sclerosis, but this 1s 
probably the result of the frequent as- 
sociation of the condition with hyper- 
tension. It is not uncommon, however, 
to encounter hearts of normal size with 
severe degrees of coronary sclerosis. 

Coronary sclerosis and _ peripheral 
arteriosclerosis are not necessarily con- 
comitant phenomena. Essentially nor- 
mal coronary arteries are seen at times 
in cases of marked peripheral arterio- 
sclerosis. Conversely, the coronary ves- 
sels may be markedly sclerosed, while 
there may be little injury to the periph- 
eral vessels. 

Knowledge of the etiologic factors in 
coronary sclerosis is inadequate. It 
seems fair to consider that coronary 
sclerosis is a part of the aging process, 
man 


e 


and the aphorism that “a 
old as his arteries” might be changed 
to state that “a man is frequently as 
Coronary 


is as 


old as his coronary arteries’. 


sclerosis and coronary occlusion are 


much more likely to develop in men 


than in women. A person whose fam- 


ily history contains records of severe 
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vascular disease is predisposed to the 
development of coronary sclerosis. The 
ordinary acute infections appear to be 
unimportant; in fact one is struck by 
the frequency with which patients who 
have coronary disease give histories of 
being remarkably free from episodes 
of acute infection. Syphilis is a factor 
in coronary disease in those cases in 
which syphilitic aortitis produces atre- 
It is diffi- 
cult to evaluate the part focal infection 


sia of the coronary orifices. 


plays in the production of disease of 
the coronary vessels. One gets the im 
pression that patients who have coron- 
ary sclerosis have, if anything, less 
focal infection than the average patient, 
whereas patients with much focal in- 
fection do not seem unduly prone to 
the development of coronary sclerosis. 
In my experience, removal of foci of 
infection in cases of coronary sclerosis 
has not produced any evident effect on 


the course of the disease. The occur- 


rence of hypertension accelerates the 
development of coronary sclerosis, as 
does diabetes mellitus. Persons with 


certain constitutional characteristics 


tend to be victims of coronary sclerosis. 
Such often 


persons are powerfully 


built, and are possessed of great energ\ 
A life that is strenu- 


physically 1s 


and endurance. 
ous either mentally or 
frequently the lot of patients who die 
from disease of the coronary vessels 
ry . . j f 
he most characteristic symptom ot! 
coronary sclerosis is angina pectoris. 
description of 


Heberden’s original 


1 
nas 


angina pectoris is exact, and little 


been added to it since. Heberden wrote 


as follows: 
“They who are afflicted with it are 
while they are walking (more espec! 


it be up-hill, and soon after eating 








ll this 


it the beginning of 


vell, and 


nd often 


requently from the breast to t 


tal examination or by 
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and most disagreeable sensation 


painiul 


the breast, which seems as if it would 
xtinguish life if it were to increase or 
ntinue; but the moment they stand still 


vanishes. 
the 
the disorder perfectly 


uneasiness 


“In all other respects patients are, 


shortness 


differ- 


have no 


totally 


in particular 


breath, from which it 1s 


nt The pain is sometimes situated 1 


upper part, sometimes in the middle 


the 


more 


the os sterni 
the left thar 
extends v 


he middle 


metimes at bottom of 


inclined to 
like 


the right side. It vise 


the arm. least 


not disturbed by the pain, as I have 


The pulse is, at some 
mes, 
feeling 
Males are 
Y specially such 
After 


more, it will 


opportunities of observing by 
pulse during the paroxysm. 
liable to this 


ive passed 


disease, 
their fiftieth year. 


continued for a year or 


t cease as instantaneously upon standing 
ill, and it will come on not only whe1 
sons are walking, but when they are 


especially if they lie on the 


them to 


ng down, 


side, and oblige rise out 


beds In some inveterate case it 
een brought on by the motion of a 
or carriage and even by swallowing, 
ghing, going to stool, speaking, or 
turbance of mund. 
Such is the usual appearance of this 
sease, but some varieties may be met 
Some have been seized while the 


standing still or sitting, also up 


tst waking out of sleep, and the pain 
mes reaches down the right arm as 

l the left and even down to the hands, 
is uncommon; in a very few pet 

the arm has at the same time been 

1 and swelled. In one or two persons 
pain lasted some hours or even days 
It has happened when the complaint 
as been of long standing and thoroughly 
ted in the constitution; once only, the 


st attack continued the whole night.” 


lt is often necessary to make a diag- 


sis of angina pectoris when cardiac 


normalities are not revealed on gen- 


elect rocardio 


sl hinisiett 
LLIOLIC 


familiar 


f angina pectoris without any assist- 
ince from any methods ot examination 
lemands a most co ete mental pi 
ture ot t S ome 
. , 
| Sno cit e fT } attentiol to He- 
, 
erden s ¢ | iT] ( the | rhe 
sternal reg Inasmu iS pains l 
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e late il ) ( ( é no x re 
quent! ire construed incorrectly as 
symptoms of disease the coronary 
, 
rteries 1 curs in the ( on 
f the st following exertion the 
esumpti that the case 1s one ol 
- ° ] ‘ 
rol 5 a ¢ Ly the best evi 
j 
lence 1S sultici y attribute the pain 
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Curosis 
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ne n characte Stl rea re Ol 
he pall I nary disease 1S tha 
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set of pain following walking is much 
more convincing in making a diagno- 
sis than it is when it follows the use 
of the arms, and stooping or bending. 
The latter exercises bring into play the 
thoracic muscle, or the spinal column, 
and lack the value in differential diag- 
walking, in which many 
The relation of the 


nosis of 
muscles are used. 
pain to changes of weather often iden- 


tifies it as of rheumatic origin. The 
details of the manner in which the 


patient gets relief may be of diagnostic 
value. One patient, who had his pain 
in the precordium at night, and who 
obtained relief by taking warm drinks 
or by sitting with his back to the fire, 
proved to have an area of anesthesia 
in the left lateral portion of the thorax, 
at the site of his pain, due to advanced 
hypertrophic arthritis of the thoracic 
portion of the spinal column. 

The brief duration of the pain of 
coronary disease should be _ noted. 
When a patient is subject to repeated 
attacks of thoracic pain, which last 
from a half hour to several hours, one 
must hesitate to make a diagnosis of 
angina pectoris. A single episode, or at 
most two episodes, of prolonged pre- 
cordial pain, may be shown to be as- 
sociated with one or more attacks of 
coronary occlusion, but a series of such 
seizures cannot be so interpreted. 

Coronary sclerosis may manifest it- 
self by other symptoms than angina 
pectoris. Paroxysmal nocturnal dysp- 
nea, with or without pulmonary edema, 
may be the chief manifestation of cor- 
onary sclerosis. However, this syn- 
drome is most frequently observed in 
those cases in which coronary sclerosis 
is associated with essential hyperten- 


sion. 
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Willius and Brown found that in 
twenty-six per cent of patients with 
coronary sclerosis, the disease was 
manifested by progressive myocardial 
failure, unassociated with seizures of 
pain. Scott, likewise, has emphasized 
the fact that 


group of patients without anginal pain 


there is a considerable 


or hypertension, who run the charac- 


teristic course of heart failure which 
proves, at necropsy, to have its basis 
in coronary sclerosis. As he stated, 
these patients often are considered t 
be suffering from chronic myocarditis 
which is an erroneous term. This term 
is doubly unfortunate, indicating that 
the pathologic process in the heart 

and that 


inflammatory implying 


“chronic infection elsewhere in_ the 
body is responsible for the myocardial 
damage,”*? for neither of which as- 


sumptions is there substantiating clin'- 
cal or experimental evidence. 

\nd finally, all students of this sub- 
ject are familiar with the fact that 
coronary sclerosis, even with coronary) 
occlusion and chronic myocardial in- 
farction, is found in persons who hav 
had no clinical signs of heart diseast 
This grot 
was designated occult coronary disease 
by Willius, and comprised forty pet 


to the time of their death. 


cent of his cases. 
On general examination there ma! 


be no objective evidence of heart 
disease, and as previously mentioned 
the diagnosis must rest solely on the 
interpretation of the patient’s symp- 
In a considerable proportion 0! 


cases a variable degree of cardiac hy- 


toms. 


alli 


pertrophy is present, and this usual! 
occurs with associated hypertension 
Significant arrhythmia is relatively un- 


common. Pulmonary congestion, an¢ 
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entually hepatic enlargement, wit! 


with lema of the legs, occurs in cases which second | e, coronal sclerosis ma 








was § exhibit the syndrome of chronic heart affect the function of the auriculovs 
‘dial failure. ( ln lead 
5 Ol lhe roentgenogram of the heart w1 Ing I 
a nfirm the presence of hypertrophy t ma either 
able § when it exists and often reveals cal livisio1 the ead 
— ireous deposits in the aorta. It may ing t iryll degre¢ le 
irac- B ajso give evidence of widening of the vith o1 t 
hich ortic arch, due to torsion and sli t ere he 
basis ctasia, a finding that is often inte 
ated, & oreted erroneously as evidence of aor wave 1 erved in coronary s 
d to Bic ane urysm. Needless to say roent namely, when that condition 1s as 
ditis senographic evidence has only an 11 di ited with stra predominantl tr one 
verm t bearing on the diagnosis of cot ventricle, usua due t pert 
that sclerosis. ur ¢ IS ( ¢ 
rt Is he greatest confusion exists in the is pri t 
' 
nal ter of the relation ot the elect ( I 
the graphic data to the diagnosis of _ rosis ardes recently describe 
irda ronarv disease. There is a tenden large O-wv [| ( 
nh as clinicians to exclude the « Viti I 
sis of coronary disease in the ; ( 
\f significant electrocardiograp! 
SUD inves, and yet Willius has sl 
that at significant T-wave negativity or  ty-three | t of th 
onary normalities of the ORS complex this 
ul in- re absent 1n 63.3 per cent Of cases 
hanes gina pectoris. As far as my exper! furthes firn 
SCds oes, coronary sclerosis can affect 
grout e electrocardiogram in only tl 
Cast : First, a characteristic elect 
per raphic change usually 1s ( 
ed in the first two or three weeks _ that ! t nece 
ma} ¢ acute coronary occlusi d 
heart hich in many instances 1s pathogno ran 
med This is followed by invet 
mn the n of the T-wave and a _ pecuhiat \cut ccl 
symp- 5-T contour described first by Pardes rdial rarctiol re much ™m n 
d designated the coronary T-wave mon events that dinarily suy st 
hy The term coronary T-wave Studies w 1 1 mad the 
11, 
isuaM ire and looselv used, and yet thi incidencs O! I cardial ntarctviol 
s10n the nly instance that warrants such mons consecutive patients whi 
un lesienation. The T-wave negativity came to necrops howed that ther 


i iV require six months to two years was gross ! cardial infarction m 4.9 
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per cent of hearts. In the group of 
patients in that series who were more 
than forty years of age, the incidence 
is 6.8 per cent. Contrary to present 
ideas, occlusion of the branches of the 
right coronary artery that go to the left 
ventricle was found to be common. It 
is no longer justifiable to speak of the 
anterior descending branch of the left 
coronary artery as “the artery of coro- 
nary occlusion’. As a logical sequence 
to these observations we found infarc- 
tion of the posterior basal portion of 
the left ventricle to be practically as 
common as infarction in the apical and 
anterior portion of the left ventricle. 
The study further emphasized that 
myocardial infarction is almost entire- 
ly confined to the left ventricle. 

One cannot enter into a detailed de- 
scription of the pathologic changes 
which follow acute coronary occlusion, 
but certain features are worthy of com- 
ment. Death 
acute coronary occlusion so quickly that 


may occur following 
an anatomic infarct may not have time 
to form. If one wishes to demonstrate 
the coronary thrombus in these cases 
“scissors are unsafe instruments for 
opening the coronary arteries’ because 
of the danger of dislodging the clot. 
In cases in which infarction has existed 
a little longer, its presence may be indi- 
cated on gross examination only by a 
region in which muscle softening has 
taken place and not by changes in the 
surface coloring of the myocardium. 
Rupture of the heart occurs in the first 
three weeks, as a rule. It is the result 


of the rapid necrosis of the heart 
muscle which takes place at that time 
and not ordinarily the result of cardiac 


aneurysm, which occurs later, due to 


thinning of the muscle wall, associated 





Arlie R. Barnes 








with more or less complete replacem: 
of the muscle with fibrous tissue. Mar 
infarcts will be overlooked unless 
pathologist incises the left ventric! 
parallel with and at a distance of 0.5 
to I cm. from the posterior intery 


tricular septum. When the muscle h 


neath a depression in the surface ot ' 
the left ventricle is sectioned, an wu c 
derlying chronic infarction often is re- d 


vealed. Mural thrombi are formed fre D 
quently when the infarction extends 


through to the endocardium, or in cet lo 


tain cases of prolonged and severe m aK 
cardial failure. The danger of a por T 
tion of this thrombus becoming dis al 
lodged and leading to serious or fatal tir 
embolism exists chiefly during the first at 
three weeks after the thrombus is a 


formed. Pericarditis occurs in trom 


twelve to fifteen per cent of cases ot 7 


myocardial infarction ; hence the physi- ne 
cal signs of this condition may be antic- or 
ipated in relatively few cases of cot la 
nary occlusion. ‘Two or more infarcts | 
of varying ages may be found in the 
left ventricle, and this often explains ane 
clinical facts and varying electrocardio- Py 
graphic changes that otherwise might ally 
prove puzzling. the 
Acute core mary occlusion freque I th tee) 
afflicts patients not previously subject wer 


to symptoms of heart disease. Connet rille 
and Holt observed that sixty-two | 
hrom Dre 


cent of patients with coronary 


bosis did not give histories of ante 


ent circulatory symptoms. Although the 
our experience, and that of Levine, has ut 
been that careful questioning usually port 
will disclose a history of angina p Ad 
toris or of other symptoms of heart inv 
disease, yet the fact remains that acut bun. 
coronary occlusion is frequently the Li 
first intimation of a cardiac disorder 20.0 








lowing acute coronary occlusion 1s « 
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The onset ot the attack may be signal 
] e - - . atétanrl- 
1zed by a severe, prolonged attack (¢ 
substernal or epigastric pain, occasior 
allv by an attack of severe suffocati 
and in rare instances it may occur wit! 


out pain and with little, if any, dyspnea 


The pain is distinguished from tl 


ordinary attack of angina _ pectoris 
chiefly by its duration. Often larg 


+ 


doses of morphine fail to relieve the 


patient of pain. 


The appearance of the patient 
acteristic in the majority of instanc: 
There is an anxious, grayish facies, 


and the patient is bathed with perspit 


tion. Dyspnea 1s usually present. I 
quently the patient is nauseated, 
severe retching and vomiting are s« 


some cases lever ot one to tnret 
j . ] | ' , 
lee Tees ade Ve LOps on the second day 
The bloo 


; 


sometimes to al 


persists for several days. 
pressure usually falls, 
larming degree. 

On general examination the 
nes are usually somewhat 
nd gallop rhythm is often observe 
is present 


Pulsus alternans 


| OcCasS 
all A friction rub can be heard ¢ 


the precordium in about twelv 


teen per cent of cases during the first 
week. Auricular flutter, auricular fil 
tion, or tachycardia of auricular 


origin, is sometimes 


ventricular 
present. At times the infarct extend: 
high enough in the septum to involv: 
the bundle of His, producing complet: 


Willius®® re 


in which Stokes 


iuriculoventricular block. 
porte d 


ams syndrome resulted from such 


two cases 


involvement of the auriculoventricular 


bundle. 


Li ukocytes number from 10,000 t 
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Sclerosis 


ondat t 
ndicate impend 
1 
a ] 
al I 
1 
} 
t t { 
17 
cnal e! ( 
+} 
the s 
tat ( 1 S 
' 
oO Tie ¢ ( 
"eo lt l 
ona 
‘ ] 
oranhic ¢ p 
gral 
- ' 
oOo! le | ( 
seomel 
S10 ( 
i he IX | rN 
4 17 
| espe 
1 
DOVE 
( ¢ 
S ¢ 
1 
ne 
| \ } 
ri 
‘ 
) ers ( 
» | 
L.-J 
epres ; 
{ 
' 
; 
¢ 
wee 5 
em 
wave 
Lhe 
brupt s| 
VOI I 
1 | 
verter ead | 
} } 
emall u t] 
ted a1 
a ncance 
the 1 unded « 1 
1 ; , 
Val ( l { 
edin ] 
| 
this stage. the R 


e |e ukor yte 


he z Wave 


, the T 
harply peaked. Of 


our of the 


881 


count may 


ng myocardial ruptu 


ute infarction 
i] hic 


modified, 


tracing 


dependin 


rctio1 When 
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ing or has reached the iso-electric level. 

With infarction in the posterior por- 
tion of the left ventricle, alone or com- 
bined with apical infarction, precisely 
the opposite set of conditions is seen. 
In this case, in the early stages, the 
R-T segment is elevated in leads II 
and III and depressed in lead I. The 
same convex, dome-shaped, or sloping 
R-T segment preceding the T-wave is 
apparent in leads II and III. In the 
later stages, the R-T segment in leads 
II and III tends to return to and 
eventually reaches the iso-electric level, 
and the depressed S-T interval in lead 
I disappears. In this stage, inversion 
of the T-wave in leads II and III, with 
a rounded contour of the preceding 
S-T segment, is observed, whereas the 
T-wave in lead I is upright, and be- 
comes exaggerated and more sharply 
peaked. It must be emphasized that if 
the patient survives for a period vary- 
ing from six months to two years, evi- 
dence of inversion of the T-wave tends 
completely to disappear and the electro 
cardiogram returns to normal. 

After the first few days, and for a 
period of possibly three weeks, portions 
of the mural thrombus formed over the 
site of infarction may be dislodged, 
producing embolism in the systemic ar- 
teries. If these emboli lodge in cereb- 
ral vessels they are likely to cause 
death. Death may also occur from 
rupture of the myocardium due to ne- 
crosis extending rapidly through the 
ventricular wall. A considerable num- 
ber of patients die from congestive 
heart failure. 

Approximately half of the patients 
survive acute occlusion of a coronary 
vessel. Some of these continue to have 


yr anginal pain. 


attacks of dyspnea 


Many have subsequent attacks of 


A considerable proportion of those w! 


survive are free of trouble in six 


eighteen months, and are capable 


assuming their usual activities wi 


little, if any, reminder that they hay 


been victims of such a vicious card 


insult. 


The problem of coronary sclerosis 


and occlusion concerns the surgeo 


Wh) 


onary occlusion to which they succum 


three main ways. First it is obvious! 


important to recognize or to be abl 


exclude this condition in cases 1n whicl 


operation is to be performed for 


cause. Searching interrogation of 


patient for a history of anginal sei 


ures, of prolonged attacks of subste: 


nal pain or of prolonged seizures 
suffocation must always be carried 
especially if the patient is a mat 
more than forty years of age. Il 
sion of the T-waves, not associ 
with cardiovascular conditions that 


capable of producing unilateral 


tricular strain nor with increased widtl 


le 


of the ORS interval of the e 
cardiogram often give a clue to tl 
istence of previous coronary occlusi 
The peculiar character of thes 
waves has been well described by 
dee.” Inverted T-waves in leads 
and III are commonly indicativ 
myocardial infarction, particular] 
digitalis has not been given. Oby 
ly, an antecedent history of angin 
toris calls for more lively sus] 


7 


that infarction has occurred previous! 


If it is recognized that acute 
cardial infarction has recentl\ 
curred, and the patient is in need 
surgical operation, it is advisabl 
postpone operation, if possibl 


three months, for the studies of \\V! 


7 


1f 


ver- 
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have shown that healing is fairly com- than forty years of age, an 
ml plete in that length of time. Of course, _ ly if the patient is a male \n ante 
cedent history OT angina pectoris or 


operation may be undertaken then onl) 
< tt if examination demonstrates that car- paroxysm 





ol diac compensation is satisfactory. Un- strongly for the possibility of acute 
vitl der certain urgent conditions it has epigastric pain having its basis in acute 


been found possible successfully to per- coronat bstruction. The a 
diag form a major operation on patients II 
whose acute coronary occlusion o exclude from consideration acute c 
curred as recently as two weeks prio mary ision, howeve1 lhe pres 
to the operation. However, this is per- ence of essential hypertensio1 r its 
us! missible only in emergencies, or i preexistet predisposes to an attacl 


et cases in which attacks have been 


| have been accompanied by a minim [he 1 
amount of shock, and in which there ruishing ute conditions in the abdo 
is no evidence of heart failure after men [rol ite coronary obstructiot 
€1Z- the attacks. is the reful taki f the anamnesis 
The surgeon, and the internist as This particularly true if patients 


well, are vitally interested in distin- have cholelithiasis or pepti 
cuishing acute coronary occlusion fron sucl S painst ng review of the 


pathologic conditions in the abdomen, history u uffice to establish 


particularly cholelithiasis, perforating ese conditi If 
te peptic ulcer, intestinal obstruction, and ne remembers that cardiac rhyth 
ute pancreatitis. This difficulty comes mua, muffle ipical heart tones, gallop 

bout because acute coronary occlusio1 rhythm, triction rub and particul 


may register its pain in the abdomer rapid drop 11 | pressure are syn 


whereas, the abdominal lesions enun toms of cardiac insult, the differentia 

erated may produce pain in the lower liagnosis usuall in be made Wil 

101 part of the thorax with radiation of lius and Fitzpatrick found that th 

pain to the shoulders and even at times’ gallbladder was diseased in twent 

to the arms. As Tuohy remarked per cent of f coronary sclet 

5 ‘ollateral and associated evidence is 

ften of more importance than direct peptic ulcer exists with acute coronary 
lence and symptoms in arriving at bstruction, it may be difficult o1 

us the \lthough the possible t rrive at a differential diag 


pec- lifferential diagnosis cannot always | nosis 


correct diagnosis. 


made, yet vivid appreciation that cot It now be d that the electro 


isly nary thrombosis can simulate the the eat n 
minal conditions named will av tl erential SI 
many embarrassing surgical exper! m es of 
ences. the « n which have be 
irst and foremost, one must be ever enumerated ( S eal 1S u 
mindful of the menace of corona rdial i cti 
lusion among patients who are mor cterist 
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appearance for two to three weeks or 
longer. It is imperative, therefore, for 
the internist and surgeon to familiarize 
themselves with these highly diagnostic 
changes. 

In distinguishing acute coronary ob- 
struction from acute pancreatitis and 
intestinal obstruction, the electrocardi- 
ogram may be of diagnostic value if 
twenty-four or more hours have 
elapsed after the onset of the attack. 
The fecal vomiting, “ladder pattern” 
seen on inspection of the abdomen, and 
abdominal rigidity will establish the di- 
agnosis of intestinal obstruction as a 
rule. As between acute pancreatitis 
and coronary disease the diagnosis 
must rest on the occurrence of local 
tenderness and rigidity in pancreatitis, 
the history relative to coronary dis 
ease, the physical signs of cardiac in- 
jury, and possibly on the electrocardio- 
graphic changes. 


Finally, the surgeon is interested in 
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the problem of the surgical treatn 
of angina pectoris. Here a plea 


conservatism must be made. First of 


s 


all, operations undertaken on pati 
with angina pectoris are done at 
siderable risk. Second, if the surg: 
is successful in alleviating pain ther 
is no reliable evidence to indicate 
he has modified the serious patholog 
process that is the basis for the | 
It is even debatable how much one is 
justified in depriving the patient 
the signal which will warn him 


his heart is in distress. At present we 
are inclined to reserve attempts at sul 
ical relief to patients who fail to « 
tain reasonable help from the combine 
use of xanthine derivatives and 
herence to a strict regimen. If this 


treatment fails, the surgical procedur 
of choice is the conservative method 
consisting of paravertebral injectiot 


with alcohol of the upper five thor 


nerves. 
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Pulmonary Infections by the Friedlander’s Bacillus 
(Bacillus Mucosus Capsulatus) *7 


By FraANK FREMMEL, M.D., Kari J. Henrtcusen, M.D., ano 


Henry C. SwWEAnNy, 


INCE Weichselbaum’st work in 
1886, it has been known that the 
micro-organism described by 
Friedlander? in 1882-3, can cause pul- 
monary disease sui generis. Fried- 
lander’s conception, however, that it 
was the cause of all pneumonias, was 
Frankel just prior to 
On the other 


disproved by 
Weichselbaum’s report. 
hand, Frankel considered the micro- 
organism only a secondary invader and 
not the primary cause of any pneu- 
monia—a conception that was also par- 
tially erroneous, and one that divided 
medical opinion for many years. 
Sisson and Thompson* emphasized 
this and pointed out that Osler as late 
as 1912 expressed Frankel’s view in 
his text book on medicine. Gradually, 
however, reports have accumulated to 
show the true status of the parasite, 
viz: that from one to eight per cent of 
pneumonias are caused by it. The work 
of Weichselbaum has, therefore, been 
confirmed by a large number of 
authors, the most important of whom 
are Etienne,t 1895; Comba,® 1896; 
Smith,’ 1897; Thiroloix,’ 1897; How- 
ard,® 1898; Beco,® 1899; Moiseyeff,'° 


’ 
1900; Brinckerhoff and Thompson," 
*Received for publication, May 4, 1931. 


+From the Laboratories of the 


Municipal Tuberculosis Sanitarium, Chicago. 


Research 


M.D., Chicago, Ill. 


1901; Kakawa, 1904; Stuhlern, 

1904; Apelt,’* 1908; Brissaud,’® 1912; 
Gouget and Moreau,’® 1912; Mosny 
and Pruvost,’* 1913, and Zander 

1928. 

Some of the authors tend to dissoci 
ate these infections from other lung 
infections and to establish them as sep- 
arate disease entities. Especially is this 


true of the chronic form. 


The unusual features of these infec- 
] 


tions are a definite and specific bact 


ology, a peculiar clinical course with 
sudden death and extremely higl 
tality, and a characteristic gros 
microscopic pathology. 

The clinical course of the disease 1s 
not always regular, but most autho 
speak of a sudden onset, usually wit! 


out a chill, no herpes labialis, 


coming suddenly between two 
days, usually before the third day 
casionally, however, the process 


resemble closely a lobar pneumo! 


cept that it usually terminates 


suddenly. The physical findi 
given by Weill and associates 
rather than 


the 


of engorgement 
tion, even in advanced 
There are signs of some dullnes 
suppression of breath sounds, 
absence of subcrepitant rales 


perhaps due to the large num! 
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material, preventing the passage oO! 
‘he mortality figures differ slight! 
with the exception of Zander" | 
IS reported an epidemic of the dis 
where the mortality was thirty lve 
t, the mortality figures are | 
‘etter, quoted by Etienne,* Brissau 
ny and Pruvost,'’ Gouget 
reau,’® Kakawa,'? and others, s 
the disease 1s nearly always 
d,*° in 1915, said that no authent! 
: se had ever recovered. Ther 
dic reports, however, of patie 
irving grades of chronicit\ 
Belk, Westermark, ’ 
Kornblum thers h 
4 1 such Cases, 
. Zander’s series, mentioned 
to be unusual in that it assur 
lemic proportions, yet had a m 
wer mortality than is reported 
poradic cases, and perhaps is n 
‘ representative because it is 
nearly as large as all others 
put together. It shows the 
; f such an infection on at 
: 0 of people (soldiers in a 
cal while Friedlander’s inf¢ 
; ually reported as occurring, m 
| ly in people ot low \ 
ute commonly in alcoholics 
irs of age. It is POSSIDI 
recoveries are never report 
; en suspected as such infections 
roentgenologic — findings 
, hneager. Weill thought 
from pneumonia in havi 
ndency to show triangles, 
h nd Kornblum in be 
more scattered nd 1 I 
S of the lung in locatio1 
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scess formation if the patient survives 
sufficiently long. 

As mentioned above, various reports 
have been made recently on the chronic 
with certain 
This 


is true of two or three of Belk’s pa- 


this infection 


variations from the acute stages. 


forms of 


tients, and one each reported by Wes- 
termarck and Berglung, and Sweany, 
Stadnichenko and Henrichsen.** All of 
these cases resembled chronic tuber- 
culosis in many respects and likewise 
three cases reported by Stengel, Col- 
lins and Kornblum,” all of whom re- 


covered. 


it is our purpose to report the his- 
tory of an extremely acute type of in- 
fection with this organism, and con- 
trast that with a chronic type pointing 
out the transitions from the one to 
the other. 

As the chronic form has been re- 
ported previously, only the essential 
features will be given here for com- 
parison. The other patient, taken from 
the private practice of one of us (F. 
F.), had a fulminating type of infec- 
tion lasting only twenty-six hours, the 
shortest course on record that we have 
been able to find. 

Case REpPorR1 
Patient, A. S. Family history: Negative 

Personal history : occupa- 
tion, editor; child- 
hood; herniotomy when 18 years old; used 


Age, 40 years; 
rubeola and mumps in 
spirituous liquors and tobacco liberally. No 
record of venereal disease. 

Present illness: 3egan about 6 P. M. 
with headache and chilliness, and very slight 
cough. When first fico FP. OM.., 
the night of onset, the patient was reclining 
in a Morris chair and appeared quite at 
noted that his f 


seen at 


ease; however, it was face 
was congested and the vermilion borders of 
his lips were somewhat cyanotic ; respirations 


were 28; temperature, 102.6°F., and pulse, 


brought up a sanguine 


Che left pupil react 


106. Coughing 


mucous expectorate. 





sluggishly to light. A coarse tremor of 


exaggerated reflexes were 


hands and 


discovered. Neurological examinatior 
The abdomen was 


te nde r? 


otherwise negative. 
no enlargements and no pain or 
present. His mind was clouded; he fail 
friends; restless: 
and de ided cyal 


difficult 


clearly recognize his 
pronounced orthopnea 
were and 


Respirations rapid 


soon developed the Cheyne-Stokes type. R 
al pulse was absent and heart tones d 

and too rapid for accurate counting. I: 
apparent effort to raise sputum, his stre1 
that his 


The blood pressure was 128/84 


faik d, so heart tones s 
peared. 
first examination ; 


106/68 the next mor! 


and 100/70 at 2 P. M. Examinati 

blood showed hemogl bin, 7O per cent 
erytl I 

small |] 


lymphocytes, 92 pet 


agulation time, I min. 30 se 


3,900,000 ; leukocytes, 2,400; 
cytes, and larg: 
transitionals, 3 per cent, polynuclears 
cent. Urine examination: Sp. gravity, 1,020 
highly colored; albumen, 2 plus; fe 

and granular casts were present. 
the chest showed 


tactile fremitu 


Examination of 
of left 
left base, bronchial 


side, in reas d 
breathing and bro 
subcrepitant 1 


soft systolic bl 


ony with scattered 


the same area \ 
heard over the apex. <A diagnosis 
lower lobe pneumonia was made. 

A decided change for the worse wa 
fested the following morning. ‘The pati 
face was blanched, his hands and feet wert 
cold, and he was perspiring freely. T! 
pirations were shallow, rate 42, and th 
had lost had 1 to 128 


fullness and increased 12 
in rapidity. patient was orthopnex 


The 
and was in a state of circulatory and respir 
His temperature was | 


8°] 


atory failure. 
and rose to 101.6°F. at 2 P.M. The patient 
was bringing up with difficulty pious St 
amounts of bloody mucoid sputum 

About 8 P. M. nurse reported the patient ‘h 
had a sinking spell. Examination showed > 
patient in a state of collapse and he exp 
at 8:55 P. M., about 26 hours aiter onset va 

The pathological findings were as follows ‘ 
The body was that of a robust appearing 
male about fifty years of age; he 
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YY, in.; weight about 200 Ibs here was 
erate lividity over face and dependent 
yrtions of the body. There were n 
n pigmented scars over both shins, 
1 ht inguinal scar three inches long. F 


ng a full ventral incision there appear 


rmal peritoneum and contents [he 


right pleura was normal; the left ple 


contained about c. of a purulet 


thick 


lower lobe and the « 


50 ( 
fluid and 
tl lett 


pie 


gray 
ura. On removal, the 


collapsed and, with the 


exception 
il pigment in the lymph depots, appe 
and on the cut surtace 


the 


il externally 


left lobe was same, but th 


upper 


obe was completely consolidated 


d with a grayish membrane 2 mn 
ness beneath which was reddish lustt 
pleura. The cut surface was complet 


lidated and presented a gloss 


ce The secondary lol ule Ss varied 


1 gra ) a pale red-gray, giving the 
1 slight mottled 


The only other 


appearance 


findings wort! 


TOSS 


were a moderate number 


is plaques on the aortic arch, and 


suggeste 


Ic spleen, both of which 


absence of other evidence, did 


the presence of lues 


microscopic examination of the lungs 


led a rather uniform granular edema 
ng scattering monocytes laden 


ulated bacilli. Very 


The fibrin 


few polyn orphs 


ere present. was irregularly 


both in the the 


lobules and in 


peared to form a “drift” along 


walls. The alveolar walls wet 
t and the capillaries were dilated 


red blood 


ruptured capillary with a few 


cells. Occasionally thers 


d cells in the alveoli. 
patient Sweany, 
Stadnichenko 


he following points of difference from 


reported by 


and Henrichsen,** had 
a OTM just given: The course was 
eight months and simulated, but 
slightly from, pulmonary tuber 

The temperature was irregu- 


‘ar, the appearance of the patient was 


plaques of fibrin over 


more t sé c that tubercu 
lus process he n was cleat 
( ic ad ) ) eSs< ‘ usua 
vellowisl t of tuberculosis lhe 
patient’s strength persisted till the da 
of deatl s able to wash his 
wi teet C¢ 1 if d atho 
7 ~ 4 j 
LOL 1¢ \ ( | erence W n ed 
(,;ross | ¢ ( ( | 
uppt entually read 1 succes 
~ » the t er. thet 
' , 
owl yt is cl 
seemed to t ugh the me ¢ 
lution es om a ca 
chopneut to a walled vit 
\t rst there S local « , 
' ' 
dilatatior thi pill es. with 
, 
tering m es hich a tew 
capsulated ( could be i. ihe 
. - +1 , ; 
were 1 [ ro umbe 
that were four the « ein 
the iIclite é Ko owing 
4 +] | j 
Stay iesions extel ed 
oray st beval » show 
tre, while the red stag sisted 
1round i rde Chere was I 
marked dilatat of the 
+1 + , 
Wit al ( iS10 rupture i 
of lymphocytes plasma cells 
long the eola valls il rie 
‘sé 1 1 
resoluti ( responds te 
tration of polymorphs the walls o 
‘ ' 
the aiveo } hr mDoOsSIS i 6 
lar +] . ssameed 
aries consequent { 
scess tormatio1 d excavatio \s e 
cavities ( larged Tnere was } true 
metap! 1 to squamous epithelium over 
the ills lost of the ot! features 
‘ Bet , 
resempbied l€ icute cast etTween 
t] ' P P bh] la. 
| 1eS¢ VW ) i cs. i t Nnss pit cit 
pendi1 ) | ~ e ot tl 1? tial lesion 
ind the duratiot 1 true lobar, a con- 
‘i 1 
fluent ular, true lobular, and pseudo- 
obul 1 | ries, Mild result 
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DISCUSSION substance that overwhelms the patient 
One of the striking features of this This assumption is well supported bh - 
case was the rapid evolution and ap-_ cause only the left lower lobe was 
parent utter hopelessness of treatment. volved, yet a profound agranulocytosis 
This is in harmony with the majority of the blood developed, with collapse 
of reports. Although the cases reported and death within twenty-six hours 
by Zander’ and the scattering ones in from the initial chill. It seems reasor 
which the disease becomes chronic, will able to suppose that a soluble toxin n 
be encouragement for further effort, be responsible for the sudden prostra 
there appears to be some unknown toxic tion. If such should be found, there 





Fic. 1. Antero-posterior sagittal section through the middle of the left lung 
pneumonic focus in the middle of the lower lobe, extending out to the pleura except 
extreme margins. While this is almost lobar in extent, it is essentially the sat 

of lesion that begins as a smaller focus 
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js no disease in which there is greater 
need for an antiserum so far as the 
individual patient is concerned. 
Perhaps the greatest need in these 
infections is promptness in diagnosis. 
This dictum is true of any disease but, 
here, from a prognostic standpoint it 


is especially valuable. The diagnosis 


2. High power photomicrograph of 


89] 


can be made only by finding the encap- 
sulated bacilli inside of monocytes in 


the sputum, the cellular content of 


which is predominantly monocytic. 
This, with vague physical signs of pul- 
monary engorgement, accompanied by 
a cyanosis and physical state out of 


proportion to the physical and x-ray 


the um rocess, showing 
rupture 


ining encapsulated bacilli; alveolar wall (b) 


X 1000 
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findings, establishes the diagnosis. Sub- 
sequently, the x-ray shadows become 
more pronounced (but never like a 
lobar pneumonia). Bacilli may be 
found in the blood. It must be differ- 
entiated from croupous, broncho-, and 
(rarely) lobar pneumonia. Although 
our acute case was a lobar pneumonia, 
few authors report typical lobar types. 
Most of them (Brissaud,'® Kakawa,’* 
Moiseyeff,’® Etienne,* and others) con- 
sider the most common type a “pseudo- 
lobar” or irregularly confluent broncho- 
pneumonia with a less common true 
bronchopneumonia. Only a few ( Bris- 
saud and Kakawa) mention 
of a true lobar pneumonia. The differ- 
must 


make 
entiation from these conditions 
be based on the sputum findings to- 
gether with the vague and almost neg- 
ligible physical signs (rales in particu- 
lar) in an extremely ill patient. The 
explanation of the paucity of rales is 
no doubt found in the extreme viscos- 
ity of the exudate. This, in turn, is 
due to the mucoid capsules of the 
bacilli. 

As to the chronic types, they must 
be differentiated from pulmonary ab- 
scesses and gangrene, unresolved pneu- 
monias, particularly that of influenza, 
and pulmonary tuberculosis. From the 
common abscess it may be differenti- 
ated by the characteristic sputum with 
the bacilli and the relatively slight odor. 
From influenza by the sputum with 
the characteristic bacilli, and from tu- 
berculosis on the bacteriological find- 
ings and, according to Kornblum,** by 
the thin walls of the cavities as shown 
on the x-ray. Our chronic case was 
indistinguishable, however, from some 
types of ulcerative pulmonary tuber- 


culosis. 
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SUMMARY 


An extremely acute type of Fried- 
lander’s bacillus infection is reported, 
the patient living only twenty-six hours 
from onset to death. The clinical find- 
ings corresponded to those usually re- 
ported for the disease. The pathologi- 
cal findings were those of an uncom- 
mon lobar pneumonia instead of a con- 
broncho pneumonia, or 
The 


ease began by a rapid growth of 


fluent 
“pseudo” lobar pneumonia. 
tha 


} 


encapsulated micro-organisms in the 


bronchi, causing 
fluid con- 


taining scattering monocytes, irregu- 


alveoli and smaller 


an exudate rich in edema 
larly placed fibrin, with an occasional 
This as- 


pect has only a gray to yellow-gray 


hemorrhage into the alveoli. 


appearance grossly, and accounts for 
the infrequent appearance of the red 
stage of hepatization. Death occurred 
before the other stages could develop. 
Ordinarily the evolution of the lesion 
from the “red” stage is characterize 


by an infiltration of polymorphs alot 
the 
cents 


alveolar walls, forming in cres- 


along the plugs composed of 


bacilli, monocytes, and varying amounts 


of fibrin. Later an invasion of the al- 


veolar wall results in a huge dilatation 
of the alveolar capillaries, followed bj 
thrombosis, necrosis, and abscess for- 
mation. The last two processes cor- 
respond to the stage of resolution of 
The dila- 


tion of the alveolar capillaries, wi 


pneumococcus pneumon ia. 


occasional rupture into the alveoli, give 
to the lesions a mottled dark red ap- 
pearance that is occasionally present. 

If the patient survives this stage, 4 
gradual change to a chronic form ét- 


i ° . - — + 
sues, with a substitution of lympho 

e les 
cytes and plasma cells for th Ly 
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phs and an invasion of the oldet 


ns with fibroblasts, connective tis 


and a true metaplasia forming 
mous or 


cuboidal epithelial cell 
the cavity walls. When the dis 


is progressive, there is a continu 


equence of lesions thi 


t 


bronchopneumoni 


BAUM, A 
acuten Lungen 
ndungen, Med. Jahrb., 
NDER, C. Uber die 
der acuten fibrosen 
ws Arch. f. path. 
319-324 
Mikrokokken 
d. Med., 1883, 
R., and THompst 
ler bacillus pneumonia, 
Am. Jr. Me 


edlander ; 
de med. expet 
124-157. 
C.: Abstract Jahr 
hr. d. path. Mikroors 
‘rom uno caso 
Friedlaendet 


sclerema Sper 


to the bac illu 


or bacillus of Fr 


Med. Sci., 1897-956, 
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The Phobia of High Blood Pressure 


66 T present, the general public, at least in the larg 
too well acquainted for its own good with the 

hypertension. Almost everyone knows some unfortunate 

pressure and died suddenly in the street, 

body. Or when he tells his solicitous frien 

to have high blood pressure, they will fill 

dangers of the disease. Fortunately, by now 

ured long enough for one ave communi 

dreaded high blood pressure for 

very common nowadays for on 

of an insurance or 

trivial complaint that 

the peace of mind of the patient is gone, sy1 

and there start the troubles of the patient and, « 

At the outset, it is to be emphasized that man 

tension not only need no treatment whatsoez 


it, Many persons with asymptomatic hypert 


fortunate if they had never learned of thei 
sion and Ves hr s | ART {UR \l. ys 


Febiger, Philadely hia. ) 
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Syphilis of the Lung*? 


Report of a Case with Autopsy Findings 


sy HAROLD COMONFORT DENMAN, M.D.. 


») 


LOCKEMANN, whose compre 
hensive review of the literature 
of pulmonary syphilis was pul 
in 1898, stated that “the ex 

of pulmonary syphilis in the adult 
ot been proved to be very prol 
This statement has been doubted 


riters on the subject 
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and ears were negative. There were no 


glandular enlargements in the neck or axilla. 
Chest examination showed a narrow, asthenic 
type, with markedly diminished expansion 
of the entire left side. 


present anteriorly, to a less extent below the 


Tactile fremitus was 


third rib, than over the corresponding area 
on the right side. This tactile fremitus was 
increased in the left 
the left base posteriorly below the fifth dor 


axilla and absent over 
sal spine and laterally to the scapula angle. 
The supra- and infraclavicular fossae were 
deeper on the left side. There was no dila- 
tation of the superficial veins of the chest. 


Percussion revealed the presence of a solid 


body in the third left interspace between 
the mid-clavicular line and the sternum. Be 
tween the mid-clavicular line and the mid 
axillary line from the third to the seventh 


interspaces a hyperresonant note was pres- 
ent. Flatness was present posteriorly below 
the level of the fifth dorsal spine and later 
ally to the scapular angle. On auscultation 
the breath sounds were diminished anteriorly 
and in the axilla, and increased at the level 
of the third space anteriorly with occasional 
loud “bubbling” this area, and 
absent over the flat base posteriorly. The 
slightly an 


rales over 


voice sounds were diminished 


teriorly and not transmitted at the base pos 
teriorly. There were fine crepitant rales 
over the left apex only after an expiratory 


cough, none at the base. The right side 
gave the physical signs of compensatory 
breathing. 

The cardiac apex impulse was visible 


and palpable 8 cm. from the mid-line in the 
fifth interspace; the rate was 100, normal 
There were noticeable carotid 
The left 
was percussed 8.5 cm. the fifth 
space; the right border, 4 cm. to the right 


in the fourth interspace, and the arch, 6.5 


sinus rhythm. 
and subclavian pulsations. border 


in inter- 


cm. at the level of the second interspace. 
The first cardiac sound was entirely re- 
placed at the apex and base by a harsh 
systolic murmur, followed by a short, ring- 
ing, greatly accentuated second sound. The 
radial pulses were equal and regular. The 
abdomen showed no localized areas of ten- 


derness, no palpable masses and no herniae. 
The inguinal glands were palpable and hard. 


Rectal examination revealed a normal pros- 
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tate. The extremities were 


reflexes normal. The blood pressure 
right arm was 110/60; in the left, 
The possibilities in this patient 


abscess of the lung, aneurysm of the 


tuberculosis, gumma of the lung, 


Although there was a slight effusion 
left pleural cavity on admission, it w 


lieved to be due to, rather than the 
of, the localized findings. (Figure 1.) 
enteen days after admission the 1 


malig 


negative, 


114 


showed signs of a rapidly formed, large 


picture at this time proved the preset 


in effusion, which on aspiration was 
(Figure 2.) 
the 


his main complaint was an 


patients stay in the hi 


During 
increasing 


ness, with a slight unproductive coug] 


though his lesion changed, his complaint 
] 
Ve 


mained much the same; weakness. 


mission his temperature was 100° ¢g 


normal in two days and remittent 


between 


Q9.9 and 102 
The 
34, 


1,000 C.c. 


atter, varying 


average being 99.9 pulse 1 
the 
After withdrawing 


from the left 


i20, respirations to 


oT 
pleural cav 


sero 


ineous fluid 


} 


the seventeenth day, for an artificial p1 
thorax, a_ thoracentesis was necess 
again on the thirty-fifth day with the 
drawal of 2,000 c.c. of bloody flu 


without great relief. An increasing 
} 


His pulse 


ind cyanosis supervened. 


weak and more rapid, his right che 
evidence of a beginning passive cot 
hemoptysis recurred with the loss 


ounces of bright red blood, and on the 
ninth day of hospitalization, 


pired. ratory reports gave 
, 


tubercl 
Was 


normal 


tor 


gative for 
blood 


urine; sputum ne 


on tourteen occasions ; 


four plus; blood chemistry 
and differential 


red bl wn 


blood count was: Ww! 


cells, 10,800; $,200,00¢ 


morphonuclears, 78 per cent. In t 
ination of the pleural fluid ca 
were not observed Guinea pig 
was negative for tuberculosis. 


A post mortem examination wi 
Dr. William W. Hala, direct 


pathological laboratories of the Ki 


by 


averaging 


the pat ent 








sion in the left pleural cavity and a roentg 





phrenic space. Left chest smaller 


ema 


Syphilis of the Lung 


(Nov. 13, 1930.) Absent aeration 


of the right lung. The left border 
(Interpretation of the x-ray films was 


ologist at Kings Count 
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Fic. 2. (Dec. 1, 1930.) Complete absence of illumination of the left lung field, 
consequent to a large collection of fluid in the pleural cavity; slight displacement of the 
heart and mediastinal contents to the right. 





ield, 
the 


Syphilis of the Lung 


3. (Dec. 1, 1930.) Oblique view after removal of one liter of sero-sanguineous 
fluid, air injection for study of pleural neoplasm latter excluded by the normal pleural 
Saccular aneurysm of the descending aorta now distinctly (From 

1 m his right 


contour. 
a P.A. view at the same time, the patient lying on 
with the absence ot 


visualized 
rizontal level of the 


le. the ho 
parietal pleura.) 


side, 
the 


remaining fluid was noted, 
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4. (Dec. 12, 1930.) Further accumulation of fluid—sever: 
small encysted collections. 
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ty Hospital, whose report follows, only data 


of positive interest being recorded here. 


Vam imetsion. The liver extended three 
inches below the costal margin in the mid- 


line. There were about 32 ounces of yello 


Fic. 5. Organizing pneumonia in sypl 
blastic tissue which is rather rich in cells of 
plasia of interstitial tissue of the lung 
alveolus D. An alveolus containing num 


re 


epithelia). The arrow points to 


n the peritoneal cavity. The pericardial 
ntained 25 c.c. of clear fluid The left 
cavity contained one quart of straw 
fluid 
left lung was adherent to the chest 
ind from the base a copious thick 
t exudate escaped, coming from 


I 


an 
tuated above the diaphragm and _ be 


low the base of the lung, 


The amount of pus present 


ex. On the posterior as] 


and in the midline, in the 


fifth and sixth dorsal 


901 


and encapsulated. 


ect 


Was 


o! 


vertebrae ; 


bifurcation « 


and postero 


about 400 


I 


the lung 


region of the 


there was 


I 
the 


lateral, 
circumsc! ibed 


area 


ich contained about 


nt material 


the 


it 


ipposi 


lowe! 


ury 


sm 


leit 
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The right lung was heavy and of a dark 
gray color, the pleura was thickened and 
the lung substance had a “shotty” feel. 

Lungs, trachea, esophogus, and aorta were 
removed in toto. 

The trachea was 


dissected down to the 


Harold Comonfort Denman 


sacculated 
longitudinal 


The described 


aneurysm, together with 
ations of mother of pearl color and raised 


aorta had the 


stri- 


plaques with marked thinning of the wall, 
The lungs on section showed diffuse tu- 
bercles and in the upper lobes of both lungs 





Fic. 6. 


Syphilis of the lung. 
by lues, practically no alveoli being preserved. 
The arrow points to a miliary gumma. 


bronchi and the left bronchus was dissected 
to its terminus. A _ seeping hemorrhagic 
tract was noted extending from a small pin- 
point perforation of the aneurysm into the 
substance of the posterior portion of the 
lower left lung. The sacculated aneurysm, 
about the size of a lemon, was situated in 
the region of the fifth and sixth dorsal verte- 
brae. 


The illustration shows productive inflammation induced 


At ‘A’ 


is an area of replacement fibrosis 


small cavitations and caseous material were 
In the lower lobes of both lungs 
In the lower left 
amount 0! 


observed. 
there was carnification. 
lung there 
stroma without aeration or crepitation. Neat 
the base of the left lung, 
below the hilus, there was a grayish, rubber 


was an _ increased 


about one inch 


like mass the size of a five cent piece. The 
lungs presented the gray stage of hepatiza- 








ore ype 
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sult 

, 
snhOW 
edem 
edem 


rta 


seld 
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Sur: 
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firm throughout the whole 


and 


tion, were 
middle and lower right lobes, and the upper 
eft lobe. 


The heart showed a myocardium of | 


Food 
wality, its valves and orifices grossly normal. 
Micros opical The 


showed focal areas of interstitial myocarditis, 


Examination: heart 


and chronic epicarditis. The lungs showed 
, chronic fibroid productive pneumonia. In 
some areas this was still in the active stage 
showing marked organization In other 
reas it was characterized by definite fibril 
ited replacement of the lung parenchyma, 
and 


areas Ol 


likewise 


isclosed the presence of numerous focal col 


areas of bronchopneumonia 


formation. Examination 


1 
ipscess 


tions of small round cells, invariably 
the 


10ng stroma 
[These collections were considered pulmonary 


pulmonary interstitial 
There was no evidence of tuber- 
there 
large hemorrhage, occurring 
ot only in the the 
proper, but in a rather large number of the 
It was highly probable the re 


The spleen 


gummata. 


ulosis or neoplasm. In one section 


was a rather 
parenchyma of lung 
ronchioles. 
sult of the ruptured aneurysm. 
showed a chronic splenitis, congestion and 
The kidneys 


edema and an early vascular nephritis; 


congestion, 
the 


edema. showed 
rta, a syphilitic aortitis. 


Anatomic Findings: Syphilitic aortitis ; 
aneurysm of the descending thoracic aorta; 
fibrinous 
apsulated, left side; pneumonia, lobar type, 


the 


hronic pleurisy; empyema, en 





gray stage; sero-fibrinous pleurisy of 


right side with atelectasis of the lower right 


lung: atelectasis of the lower left lung 


hronic passive congestion of the liver and 


spleen; acute nephrosis with vascular ne- 


phritis; hydropericardium; gumma of 


eit lung. 

Syphilis of the lungs is rare and is 
seldom diagnosed clinically. In a search 
through the museums of the London 


Hospitals and the Royal College of 
Surgeons, Fowler* found but twelve 


specimens. Two of these cases were 
doubtful. At the Johns Hopkins Hos- 
pital, Osler® reported twelve cases out 


of 2,800 autopsies. Of these twelve, 


903 


only four were acquired. Among 3,000 


autopsies at the Massachusetts General 
only one Cast 


Hospital, Lord® found 


of acquired syphilis. Symmers,’ in a 


study of 4,800 autopsy protocols, 314 


of which showed lesions of syphilis, 
reported twelve cases and syphiliti 
pleural lesions in two more (Orsten*). 


Of 110,258 admissions to Kings Coun 


ty Hospital between and including th 


years IQIQ to 1925, a period ot seven 


years, the number of syphilitic patients 
such by a positive Was 


diagnosed as 


sermann reaction, the history, or phys! 


Not one of thes« 


cal signs, was 5,695 
was diagnosed as syphilis of the lung 


Dr. Henry Monroe Moses,’ in a review 


of syphilis on his medical service at 


Kings County Hospital, between Dec 


1, 1923, and March 1, 1926, tound in 


a series of 2,450 patients, 191 diag 


nosed as having syphilis. These pa 
tients were usually in the late stages ot 


the disease, and sought hospital treat 


ment because of some intercurrent ail 


ment, or because of disability due to 
syphilitic involvement of some organ 
or organs of the body Of the 191 


patients in this series, the intercurrent 
There 


pneumonia, 


illness was in the lungs in fifty. 


were twenty-four with 


eighteen with lobar and six with bron 
twenty 
\I] 


chopneumonia There were 


six with pulmonary tuberculosis. 


of these patients were acutely ill on 
admission There were seven deaths 
among these fifty patients, with forty 


three who recovered or felt well enough 


to demand their own release. Of the 


seven deaths one was diagnosed as pul 


monary syphilis, but unfortunately an 


autopsy was not obtained 


Syphilis of the lungs occurs as the 


form—so called white pneu 


congenital 
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monia—which is a diffuse fibroblastic 
proliferation with an interstitial infil- 
tration of small round cells, and is 
seen in stillborn babies or those dying 
shortly after birth. It may occur also 
in the acquired form as a chronic 
interstitial syphilitic 
phthisis. 
which is the usual type, and be rather 
sharply defined with radiating strands 
In the case re- 


pneumonitis or 
It may occur as gummata, 


into the lung tissue. 
ported here, we have a combination of 
these two forms. Rossle’ differenti- 
ates four types of the disease. He 
distinguishes (1) the cavernous syphi- 
litic phthisis; (2) the gummatous, 
coarse, knotty form; (3) the coarse 
lobulated syphilitic scarred lung (pul- 
mo lobatus), and (4), the coarse syphi- 
litic callosity without pronounced 
changes of the exterior form or shape. 

According to Councilman,’® the es- 
sential process in the production of a 
gumma in the lung is a pneumonia with 
fibrinous change in the alveolar walls, 
the whole undergoing 
caseation. The first step in the process 
is stated to be a hyaline degeneration 


subsequently 


of capillaries of the affected area. This 
is followed by atrophy of the alveolar 
walls. The alveoli become distended 
with large, pale, epithelial cells and fib- 
rin; the cells also undergo hyaline de- 
generation, forming smooth bodies 
staining with eosin, and varying in size 
from one-half the diameter of a red 
blood corpuscle up to that of a large 
epithelial cell. The capillaries become 
converted into rigid tubes, and their 
lumina are much narrowed. Similar 
changes occur in the small veins and 
around the 


arteries. Immediately 


bronchi and arteries there is a forma- 
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tion of connective tissue, and here the 
alveolar walls show much thickening 
and contain many small round cells. 
Gummata of the lung in elastic con- 
sistency resemble gummata found in 


other organs, occurring as nodules em- 
bedded in the tissues and surrounded 
on all sides by radiating fibrous 


strands. They may be single or in 
numbers, and may vary in size from 
that of a minute point as small 
the smallest tubercle to the size of 

hen’s egg or larger, but the latter siz 
is of rare occurrence. The central por- 
tion is firm, rubber-like, grayish whit 
or yellowish like hard cheese. Th 
necrotic, caseous part is analogous t 
that found in tubercles, but differing 
in its elastic, firm consistency and in 
A sec- 


tion through a gumma in the lung tis- 


its slighter tendency to liquify. 


sue might have exactly the appearance 
of one from a large caseous encapsul 
ated the 
Buhl"! was the first to call attention t 


tubercle in same _situatiot 


the persistence of smooth muscl 
fibers in the pulmonary callosit 

chronic pneumonitis, while Tat 

and Rossle? found not infrequently 
smooth muscle in the lung in syphiliti 
processes. Demonstration of 
rochete or of the tubercle bacillu 


not settle the matter, 


would 
Schmorl'* 
guishable from Spirochaeta pall 


and aspil 


found spirochetes indistin 
pulmonary gangrene 
pneumonia, but these searches art 
toriously discouraging of result. 

The Wassermann reaction mig]! 
ford important evidence. But as a rul 
the gross appearance and distribution 
of the lesions are found to be t 


enough in each disease to allow 
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minate. Gummata have a strong 


lency to heal, so that they are com 

found as disappearing centers of 
great radiating 
] 


cle 


us material in 

at times causing strictures, 
ities, or obstruction, as in a brot 
The presence of these lesions o1 
ntgen ray examination, in the ab 
of obvious tuberculosis and whet 
signs of syphilis exist, warrants 
tless 


enosis of gummata, but doub 
of those described may have 
tubercles, 


eel 


++ 


ed encapsulated 
in mind the apparent rari 


syphilis, gummata may have | 


ienosed as tubercles. 
“Gummatous infiltrations have a 


ney to occur around the hilus of th 
and in the lower lobe. Occasio1 
reas of lobular hepatization 

served.” (Hala). The walls of tl 


hi or the large 


vessels at 


of the lung may be greatly thi 
the process, the adventitia o 
ssels suffering. By pressure of 
ita or stricture of scars, obstruc- 
f a bronchus may occur with 
tasis of the lung field, or the so 
indurative bronchiectatic type 
nary syphilis may supervene. 
hether pneumonic or ulceratiy 
‘f syphilis with cavity formatior 
exist is uncertain.” (MacCal 
Fowler* reports from 
of Guy’s Hospital a case 
le gummata of the lungs, one 
s softening, breaking up a 
rocess of forming a cavit 
with tuberculosi 


to sett] 


confusion 
this point difficult 
mann’), especially since syphi 
re prone to tuberculosis 


IOI on our service at 
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Observations on the Contour of Normal and 
Tuberculous Female Chests*t 


sy S. A. WEISMAN 


previous reports'’* various di 
ameters of normal and tuberculous 
male chests were compared, They 

showed that the tuberculous chest 

more rounded, longer, and dee 

the normal chest, and _ that 
pacity was about forty 


1 
hy 


iter in the healthy chest. In 


the normal and tuberculous 


} 


will be compared 
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are of some significance in comparing 


the two groups. 

In comparing the normals with the 
first group of tuberculous chests, both 
ranging from sixteen to twenty-four, 
the difference in terms of probable 
error is 4.2. This indicates definitely 
that the tuberculous chest is more 
rounded than the normal. 


ceptible to tuberculosis. Malone 
Hall® have shown by means of pant 
graphic tracings that the better dey 
oped chest is flat and has a greater 
capacity. Muller’ and Hutch 
have shown that the chest of the fetu 


is deeper than it is wide. Scammon 


and Rucker® have demonstrated that a 


baby’s chest at birth is nearly row 


Fic. 1. Diagrammatic sketches of chest diameters 


In comparing group II, ranging in 
ages from twenty-five to sixty, with 
the normals, the difference in terms of 
probable error is probably, but not 
certainly, significant, namely 2.67. 

The above figures tend to show that 
the older tuberculous group have a 
flatter and better developed chest than 
the younger group. This fact empha- 
sizes a point brought out in previous 
reports,’’* that the deeper, rounded 
chest is an undeveloped one; it is the 


primitive chest; it has a lower vital 


capacity, and it is, perhaps, more sus- 


that it gets deeper after the first respir 
ation and that it is about three m 

or more before it reaches the tl 
index it had at birth. Zeltnet 
shown that the chest becomes 
flattened up to the twentieth yea 
Stewart'! states that the vital « 
at about the twentieth year is the 
est. \t this age the chest bes 
change toward the infantile typ 
slowly assumes a more rounded 
until development ceases at ab 
sixtieth year, as shown by W 


berg.’ 
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Therefore one should expect an old 
to have a more rounded che 


TY 


han a younger one, and an older 
lividual with tuberculosis should surel 
ave a more nearl 

hest than a younger one 


me disease. 
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son'® has shown that the average chest 
expansion and vital capacity in the 
female is less than it is in the male. 
In our series? of six hundred and five 
University of Minnesota male students 
index found to be 


the thoracic was 


67.27. 
Tue SupcostaL, ANGLE 


The subcostal angle in the normals 
and two tuberculous groups was meas- 
ured. A definite difference between 
the normal and the diseased chests was 
found. The average for the three hun- 
for 
The 


difference in terms of probable error is 


dred normal girls was 75.9° and 


group I of the tuberculous, 68.7 


5.46. The average for group II of the 
tuberculous is 71.1°. The difference in 
terms of probable error is 4.8. These 
findings, too, are in accord with those 
of the thoracic index; that the older 
tuberculous group has a better devel- 


oped chest than the younger group. 


AGE 
The average age for the three hun- 
dred normal girls was 18.7 years, and 
for the tuberculous group I, 21.1 years. 


The range in both of these series was 


S. A. Weisman 


between ages sixteen and twenty-fot 
ranged fi 


The aver 


Tuberculous group II 
twenty-five to sixty years. 
age age was 31.7 years. 

COMMEN’ 

\s was emphasized in the previ 
reports, perhaps it is wise to agai 
stress the importance of measuring, 
a routine, the chests of children. 
this way one is more able to find th 
with undeveloped chests; chests th 
are perhaps more susceptible to tuber- 
culosis. Proper exercises can help im- 
prove the undeveloped chest. Gotz 
working with children, and Turner's” 
recent report of results on young fe- 


male adults show that proper exercises 


CONCLUSIONS 


1. Female tuberculous chests are 


shown to be more nearly round and 
deeper than the normal. 

2. There is a possibility that the 
rounder the chests the earlier in life is 
one apt to contract tuberculosis. 
evidence that pr 


life 


3. There is 


exercises in early can stimulate 


chest devel pment. 


TABLE | 


Summary of Indexes of 


Average 
Deviation 
Thor- Sub- 
acic costal 
Index Angle 
4.40 4.48 


Thoracic Subcostal 


Type Index Angle 


Normals 
Tuberculous* 
Group I 
Group II 


a9 


68.7 
75 


10.2 


o81 


3.00 
6.09 


73.3 
72.1 


*The thoracic index of 
(2) is 72.6 instead of 72.1. 


Thoracic 


Thor- 
acic 
Index 


=-0.229 


0.005 


= 0.075 


the tuberculous 
(Error in printing. 


Measurements (Female) 


Difference in Terms 
of Probable Error 
Thor- Sub- 
acic costal 
Index Angle 


Probable 
Error 
Sub- 
costal 
Angle Range 
0.250 16 to 24 
10 to 24 


25 to 00 


5.40 


4.50 


— 1.33 


+ 


4.2 


0.975 2.07 


female chests reported in my previou 
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American Mountain Tick-Fever—Semiography 


and Nosology 


With Remarks on Pathology and Treatment* 


By Noxon Toomey, M.D., 


HE tick borne fever of the moun- 
North 


occa- 


tainous areas of western 


America has on several 


sions since 1850 been the subject of 
brief remarks and of other publications 
of a more comprehensive character. It 
cannot be said, however, that the dis 


ease has ever been adequately de- 
scribed. All of the early and more re 
cent descriptions of the disease show 
the want of knowledge concerning its 
etiology, its epidemiology, and its im- 


munological relationships. Indeed, the 


published observations on the Ameri- 
can mountain tick-fever have been for 
the 


confused by 


either fragmentary or 
the 


Nevertheless, it 


most part 


observers’ precon 
ceived ideas. would 
he unjust to carp at the memoirs on 
mountain fever that were written by 
W. T. Ewing,* by Roberts Bartholow,’ 
by John J. Milhau,® by Charles Smart," 
and by Charles F 


observers deserve great credit 


Kietfer,*® as those 

for re 
cording accurate and succinct descrip 
tions of the disease as observed by the 
unaided eve. 


What 


not the essential inadequacy of 


has been most remarkable is 


early 
descriptions of the mountain or non- 


exanthematic tick-fever, but the fact 


Aug. 29, IQ31 


*Received for publication, 


I, | = Palm \Vd, 


that it has been necessary for thi 


ent writer to re cover it, 


lino 
Ing 


from the aspects of ca 
to its existence 
as a separate disea 

The non-exanthematic 
the mountains has a chara 
ical course, but 1 course 
with its virulency to range from: 
remittent-recurring type of feve1 
severe typhoidal form. In th 
type the fever is so continu 
virtually obscure the remittent 
current characteristics. Some 
remitt 


commence with marked 


the fever but pass into 


fever, high or low, 
stuporousness and 
two types, 
tinued (with 


] 
have peen note 


They 


by Kieffer.’ 


were Til 


1°17 
celve like tre 
qualifying remark 
] 


form is very probably 


has not 
hes« 


lyat 
Dut 








‘orm. In some 


American Mountain Tic 







localities the recurre! 


ne of the fever is more characterist chief 
han in other localities, thus in the 1s raré 
Black Hills and in W yoming the fevet 
‘; predominently recurrent whereas 1 
Colorado and Utah it is more commot! 
hserved to have one well marke 
major episode followed by one, OF 
the most two, VET) minor exacel ¢ 
ti \ distinct tendency to a remit ’ 
tent and recurrent character can, how = 
ever, be almost always made out ev! 
the so-called continued type, 
similarly in the Colorado-Utah typ tongue 




















with one major episode, the recurren 





( ( 


hi 


ften so minor In character as 


‘epuiol 


longel 


tion period 1s four days. 


bation pt riods have been « 


even days is the longest autl enti 


nce. Kieffer obs rved a ca 


ht 


W 


da\ 


‘ubation period of three 

he prodromes consist of © 
weariness and faintness (languot 
appetite, muscular weak! 
or sinking feelt or 
+] 


“empty 


castrium. 


They merge with 


ue throughout the onset, whi TK 
occurs within two to eight hour : 
the first appearance of malais« . 
yset is sudden with profou 
ace (but with no rigor) lastt 
ne to two hours and alternat! 
wit easional flashes of heat. TI » 
e is suddenly succeeded by tant 


of fever, accompant 


cessiot 


ruciating pains in the bacl 

nd to a somé¢ what less ext 
hout the body, esp¢ cially the 
al reo1on and the ex 


occasli nal cram 





k-F evel 
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very thick, moist bluish-white glaze 
of pasty (cheesy) consistency to the 
very tip, latterly cracking down the 
The tremulous 
when protruded. 

Urination is impeded by muscular 


center. tongue is 


tenesmus, or almost entirely sup- 
pressed; or if any urine is passed it 
is scanty and highly colored, causing 
scalding when voided. 

The liver and spleen, and all the 
muscles are tender to touch, the deep 
bone and joint and muscle pains 
continuing, but without redness or 
swelling of the joints. 

Perspiration begins gradually and 
continues scanty for twenty-four 
to thirty-six hours, to end in a mod- 
erate (but seldom drenching) sweat 
coincident with the rapid lysis that 
ends the febrile period at the end of 
the second or early part of the third 
day. With defervescence, the con- 
gestion of the conjunctivae and face, 
the headache, and muscle aches, sub- 
side, the patient being left free from 
pain, but prostrated. 

No erythema or other cutaneous 
manifestation develops at any time, 
but the 


fine branny 


defervescence a 
desquamation of the 
The latter is not 


after final 
skin may occur.* 
common and seems due to medica- 
tion with antimony or arsenic. 

On the fourth day after the first 
accession of the fever, the patient 
feels very well, and desires to be up 
and about; but on the fifth to sixth 
day in a large proportion of the 
the 
muscle pains return, but with much 


cases fever, weariness, and 


less severity than at first, and last 
only from twelve to eighteen hours. 
After subsides the 


this recurrence 


Noxon Toomey 


patient convalesces slowly, 


that there may be one or two n 
the 


recurrences of fever to a sl] 


degree. 


On and after the fifth day 


countenance assumes 


a dull desp ) 


ent expression; the face a 
yellowish hue, with a tinge of « 
brown in the cheeks. 

Usually the total duration of 
disease is eight or nine days, 
ten d 


may be 


though not uncommonly 
Very exceptionally it 
much as fourteen to twenty-six d 
especially so when of the conti 


fever type. Some slight cases 


their course in five or six days, 


obse | 


some of the latter cases, if 


under the 


care would be recognized as ¢ 

eight day duration 
Convalescence is characterized 

marked anemia, by 

the sensation of weariness 

out the whole body, and weak 

and stiffness of the joints of tl 


The 


metacarpal-phalangeal, 


tremities. carpo-metac 
and pl 
geal joints are sometimes especi 
stiff and painful Bartholo 
lieved that “In instance 
first 


valescence, was a 


many 
evidence of commencing « 
violent pain 


soles of the feet, increased at 


VARIATIONS IN THE CLINICAL ( 


The prodromes very except 
drag on for two or three days 

with a seven day incubation | 
but than ben 


more commonly 


longed they are less than thre 
striki 


Very frequently slight 


in duration, the disease 
denly. 
pains are noticed during the p1 


stage, but they do not become « 





exXce] 


advantages of hospital 


American Mountain Tick-Feve: 


4 until the onset The onset 
never free from pain, but in mild « 


muscle and bone pains ¢ 


le Ve 
radually after the initial chilliness 
passed off. The initial epigastric 
tress is sometimes described as a 
pain. 
he chilliness is sometimes so 
escape the observation 
ent. Sometimes the initial chill 
is distinctly intermittent, 
e every fifteen minutes to 
with like periods of sweating 
sense of heat; the intermissions 


ig approximately hourly t 


= 


rst twenty-four hours, or w 
hed 


Ned, 


1 


stigium is well establis 
\usea is very variable, in some out 
ks being a prominent symptot 
frequently before or witl 
of the chilly (initial) sta 
has not occurred during thi 
it is extremely unlikely to 
the fastigium Vomit 
fairly frequently in children 
is commonly as in other fe 
adults, vomiting almost nevet 


or at least not without gre 


(about ten per cent « 


pparently to a cardi 
r hand, there are 
adults in which 
repeatedly with e: 
paroxysm. 
headache 1s 
by patients as 
ling very much as 
eing mashed between 
perspiration is occasionall 


1 


d early and gives a cold clamt 

the skin after the initial 
existed for an hour 
frequently the skin 1s h 


d moist and cool by turt 
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remittences and recurrences is common 
so that mountain fever is best described 
as a fever distinctly irregular but with 
marked tendencies to a regular type. 

The various observed febrile courses 
can be reduced to a graphical portrayal 


as follows: 


Numbers in parentheses represent days 

of fever; other numbers, days of intermis 
sion. Accents represent degree of inten- 
sity: two, severe; one, moderately severe; 
none, mild. Figures: (2) (1) and (1) (1) 
mean that a nearly complete or very decided 
remittence occurs between the days indicated 
but lasts for only a relatively brief time. 

v=vomiting; d=delirium; .. conval 
escence; x=one, two or three additional 
(usually mild to moderately severe* recur The marked conjunctival eng 
rences ). ment has already been noticed 
16 per staxis may occur but is decided! 
5 per common. ‘The fauces 

ds aed slightly injected, 
— hyperemic. There 
5 per 
danthem. Cervical and 


adenopathy is not noticeable. 
Chest findings are not a pa 


‘Opel disease but a secondary 
5 per ea ‘ ‘ 
sometimes follows tne 


5 me inclemencies of the weather hav 


experienced during the pyrexial | 


5 per \bdominal discomfort, always 


ent to some extent, 
and inconclusive. Rigidity and 
esthesia, and pain on deep pal 


*These percentages merely represent are to be discounted as the patient 


impression as to the approximate frequency hyperesthetic and tense over the 
. ‘ alll it ‘ til 


with which the different combinations of re- P 


‘ body. The spleen becomes barée 
mittence and recurrence occur. It is not to Ris i, : 
be supposed that the above groups exhaust able early in the course of the 
all combinations that may be encountered, but does not become more than sl 
but they well exemplify the “irregular reg enlarged The liver is alway 
larity” of mountain fever. and sometimes a 

The ‘days’ as given, particularly as refer- 
ring to the days of intermission, are not to 
be understood to be exact periods of twenty- 


four hours. In fact there is not as exact 
. : : . ( ntar 
a diurnal cycle seen in mountain fever as Mountain 


in the paludisms. void of charact 
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evel 
approac! 


whi h 


present 


upon a Cons 


} 


circumstan 


the 
nique 
to their 
The « 
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blood cultures may be necessary for tone, bile and albumin unless some 1 
definitive diagnosis for both the en- al impairment has already been pres- 
teroid group and tularemia, which will ent. Hyaline casts may be found 
also frequently have to be taken into The blood shows a profound chai 
consideration. especially so considering the inte 
Acute epidemic influenza has un- and short duration of the fever. 
doubtedly been mistaken for mountain red cells become greatly reduced ; 
fever, and accounts for some of the severe cases to 3,000,000 or eve! 
so-called mountain fever reported in 2,500,000, which is less than fifty 
the winter months.'® The much greater cent of the normal red count at | 
irregularity of its remittances, the pro- altitudes. Hemoglobin diminishes 
fuse lachrymation, rhinorrhea and_ ratio with the red count, the color 
sneezing, the acutely congested dex remaining 1, although when reg 
J] 


pharynx, with frequent secondary otitis eration commences the red c¢ 
and nasal sinusitis, the symptoms of crease at greater rate than the her 
bronchial involvement, the larger, more globin, the index falling below 
compressible pulse, the more superficial anemia is predominantly a toxic, aj 
character of the muscle aches, with par-__ tic, rather than a hemolytic anemia 
ticular predilection for the intercostal though the muddy color of the 
and cervical groups, the (occasional) late in the disease suggests the o 
singultus, and the tendency to a criti- rence of some hemolysis. 
cal or epicritical diarrhea, make up a Neither a leucocytosis nor a leu 
clinical picture that ought not to be penia develops although the white count 
mistaken for mountain fever. tends to range a trifle above norn 

Regional septic processes, perinephric ‘The differential count shows a const 
abscess for example, may cause a heav- increase of the large mononucl 
ily coated tongue and an irregularly- (15.0 to 16.5 per cent) with lymp! 
regular type of remittent fever, but cytes around ten per ce 
with them the generalized intolerable philes under 1 per cent. 
‘“break-bone” pains are absent, whereas mononuclears are increased absolute! 
a sharp, knifestab-like, or deep “hot as well as relatively, a conditior 
iron,” regional pain is present. noted in spotted fever. 

The absence of jaundice speaks 
PATHOLOGY very little derangement of th 

No necropsy material has been avail- °F bile ducts. . 
able. Numerous cases of mountai! 
studied repeatedly in the laboratot 


The urine shows nothing notewor- ess 
the Post Hospital of Fort D. A 


thy. During the prodromal stage the . 
patient often passes much clear urine sell have shown conclusively t! 
of low specific gravity. The urine Serum of mountain fever does not 
drawn during or after the fastigium tain the typhoid organism nor as 
is of high specific gravity, acid, and nate the latter. 


with excess of pigments and bladder So far, numerous efforts to est 


epithelium, but is free of sugar, ace- the disease in guinea-pigs have 
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[his is one of the best evidences tl 


++ 


the virus is distinct from that of spotte 


PROGNOSIS 
mild cases convalescence is mor¢ 
id than in dengue but in severe 
cases it may be prolonged for weeks 
rganic complications or local sequel 
fections do not develop, except very 
the cutaneous pyodermata 
hose who are uncleanly and alread 
debilitated, with chronic foci of 
pl lococt ic OFT streptococci infectio1 
y is not indisputable, but 
‘are at best. In the 
terature several deaths attributed 
continued form of the diseas« 
rded but the true nature of 
is uncertain, much of the se 
led mountain fever undoubt 


been typhoid fever 


tularemia. And yet there 1s 


why a severe case of mou 
should not carry off 
individual or a patient 


by cardiac insufficiency. 


TREATMENT 


itient should 
le comfortal 
ter bottles, o1 
used according to the 
east \ large hot toddy or 
is grateful. Emetics wet 
much employed but are 
ul value unless retching 
nd troublesome. 
ng the initial episode, and s« 
neces, morphine should 
dermatically in effectiy 
four hours, as it alone rel 
ruciating bone and muscle 
milder recurrences, acet] 


r the less efficacious acety lsal 





920 Noxon 
a little Fowler’s solution, is distinctly 
valuable. 

There is no known specific for the 
disease. Quinine was formerly much 
employed, and much abused, but im- 
partial observers as Milhau® and Kief- 
fer,*° early discovered that it not only 
had no effect on the fever but in large 
doses did harm by increasing the sub- 
jective symptoms. 

Kieffer attached considerable value 
to subcutaneous injections twice daily 
of one or two cubic centimeters of a 
one per cent solution of sodium arsenite 
to which four per cent cocaine hydro- 
chloride was added to control the pain. 
We feel that neither the sodium arsen- 
ite nor sodium cacodylate injections are 
necessary, but that Fowler’s solution by 
mouth in appropriate but fair-sized 
dosage will do as much good, It should 
not constitute routine treatment but 
should be reserved for cases that con- 
tinue to run a fever after the seventh 
day, or have protracted muscle aches 


and joint pains. 


NOSOLOGY 


The non-exanthematic tick-fever of 
the mountainous West evinces a syn- 
some respects, 


drome not unlike, in 


the clinical course of two diseases, 
each of which is the type of a different 
disease category, namely dengue fever 
and relapsing fever. As to which cate- 
gory it is more nearly correct to assign 
the American mountain fever can be 


determined for clinical purposes, but 
for a final assignment on the basis of 
bacteriological and pathological evi- 
dence it will be necessary to await the 
study of the virus of mountain fever. 


(ther fevers have a recurrent clinical 


course, such as undulant fever (brucel- 


Toomey 


liasis, melitococcemia ) but it would for 
the present seem to labor a point to go 
beyond a consideration of mountain 
fevers two most presumable cognat 
affinities. 

Compared with thi 
that 


relapsing fever 


group we find mountain fever 
and the relapsing fevers are arthropod- 
that neither are invari 


that both are 


borne diseases : 
ably exanthematous ; 


characterized by a marked secondary 


anemia, and that both have well marked 


recurring or relapsing characteristics 
There are these differences however 
Ccaust 


the relapsing fevers are 


Spirochaeta that are not difficult to re 
cover from the blood at some time dur- 
ing the clinical course; they are not 
able for being truly relapsing virtu 


to their final episode, which 1s sel 


the second or third relapse. The VY pros 


trate, but do not cause the pro 


] 


hone, joint and muscle pains that 


practically a fixed character ot 


tain fever. The relapsing fevers 


a comparatively insidious onset 
much greater interval between relapses 


than does mountain fever. ‘The 
quently cause a bronchitis and a dis 


order of the cornea not observe 


mountain fever. Finally they 
the bilious type with icterus occurr! 
in one-fourth to one-half of the 
according to the severity of tl 
demic. 

Compared with dengue fev 
fever is of lik 


that mountain 


duration; that it is, like dengu 
properly called recurrent than 
ing, and that the disease is of « 
abrupt ons 


or nearly equally, 


has in common the “break bon 


toms, the congestion of the co1 


vae, and the absence. or virtt 
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e. of bronchial involvement. Mou 0 


tain fever differs from dengue fever 


ack of a palmar and plantar erythema I 
nd a generalized erythematous ‘ us ed . be 
polymorphous eruption. Also there is the virus of spotted level W hethe 
y t the cervical adenopathy that on filterabl 1 covered | N\o- 
. fnds in thirty per cent to seventy pe! ucl | mains 
cent of the cases of dengue Lacht 
mation occurs in dengue but not 1 \ 
e mountain fever. The tongue 1s 1 
\ sreatl different in the two diseases ' 
d Jthough more heavily coate din mou semblat ent t 


tain fever. Constipation 1s not so 


Jute in dengue, purging being ol 
rved in about one-third of the cas¢ 
untain fever differs in product ( 
r creater anemia and in not be er W 


companied by the characteristic 





well marked leucopenia of dengue. | 
th fevers there is an increase of tl ( 
R ree mononuclears, but the eos 
es are increased only in dengu \ + 
um the above comparisons 1t wil n 
serve 1 that mount l f« ( | 
termediate position betwet 
evers Ol the dengue t pe an 
S ict i¢ ers of the 1 ipsin ( 
Similar in some fr 
e al 1 vet in other I ti01 ( 
resembling the other, it s 
s S . ‘connecting li k yer 
cogniza e Ol th theo1 t 
?e@1Sa spirochetal disé iS¢ 
t wish it understood that w 
, theory ot mountain It 
etal nature, but when o ( 
the comparative difficulty wv 
the Leptospira rohemo 
recovered from the blood in 
hetal type of intectious jaundi 


oan of some such charactet 


ccur in the blood of mountai1 ot7¢ 
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end of the disease the patient is weaker There is very considerable reason t 
and more emaciated than after the 
short recurrent type, but convalescence type may not 
is not thereby prolonged, it being by no) American mountain 


means unusual for these cases to con- a Bacterium tularense infection. The 


tick-fever but 


acute but indolent ski 


valesce somewhat more rapidly than local lesions, 
those who had a typical recurrent type ulcers at site of tick 


of American mountain tick-fever but tularemia, occur following tick-bit 


continued to have persistent bone and some of these cases, but they certain! 


joint pains during convalescence. have not been observed in all. 
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Bilateral Double Kidney With 


Duplication of Ureters* 


By Rosert M. Lintz, M.D., Brookl 


NOMALIES of the various complete bilateral dupli 

parts of the body are not in- four ureteral orifices present 

frequent, but with the exception bladder. In the inco 
of those of the spine those occurring duplication there is union of 
in the genito-urinary tract are most cated ureters somewhere betweet 
often noted.1. One of the rather fre- emergence from the pelves and the 
quent anomalies of the genito-urinary — trance into the bladder. In these « 
tract is that of double kidney with the bladder may present the usual 
duplication of renal pelves and of the pearance as far as the ureteral ori! 
ureters. Young and Davis* state that are concerned. Where there is 
the condition of double kidney and __ plete duplication of one side and ¢ 
ureter is not so rare, but that the recog- a normal opposite side or incomp! 
nition of the condition is extremely duplication ot the Opposite side t! 
rare. They believe that anomalies of ureteral openings into the bladder 
the kidney and ureter are much more _ be present. 
frequent than is generally appreciated Thompson* reported fifteen cas 
and that among such kidneys a rela- duplication of renal pelves and uret 
tively large number show pathological 1 35 consecutive autopsies at 
changes, malformation predisposing to pital an iree cases in 
dlisease. consecutive autopsies perfor 

Various types of duplication of the Guy’s Hospital and 
ureter with the accompanying double interesting to note 
kidney have been reported from time cases of duplication 
to time. It is possible to have uni- females. \lauclaire 
lateral involvement with the other side found the ratio 
normal or both sides may be changed males to males to 
from the normal. In the condition ’s observation 
known as complete duplication of the 
ureters there are separate bladder ori 
hees for each ureter with the ureters and Bostroem® in 
running from the pelves to the blad- found the frequen 
der. This means that where there is incomplete duplication 
to be from three t 


*Received for publicati Nn, May 8, 1931 Braasch and Scholl® cited 
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plication of renal pelves and ureters 


which thirty per cent were complet 


d seventy per cent incomplete. Of 


14 cases there were only eight 


‘cent) in which bilateral dup! 


f pelves and ureters was pr¢ 


ll ot these eight 
adder orifices 


authors also 1 


the literature 
complete duplica 
t the 382 cases reporter 

The \ recorded 1 
omplete unilateral 
later 

ncomplete unila 
28 of incomplet 


{ 


] 
| 
I 


Thev believe t 

ises of this condition 

operatively, the d 
reased when t 
shows bu 
ureteral ope! 
numbet 
omaly ot 


1 one might 


should 
trequently In 
Is seldom made IS 
The heures that have 
derived from autopsy 
from observations mad 
eres Of Operative cases Mert 
) compiled a list 
ited ureters recorded to 
to the conclusion that 
discovered only post 


+1 ] 
those chagnosed 
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The patient had 4,220,000 erythrocytes and 
6,700 leukocytes. The differential count 
showed 60 per cent polymorphonuclears, 2 
per cent eosinophiles, 2 per cent large lym- 
phocytes, and 36 per cent small lymphocytes. 
The hemoglobin was 90 per cent (Sahli). 
Repeated examinations of catheterized urine 
showed a few white blood cells and numerous 
red blood cells. 

Cholecystography 
istration of tetra-iodo-phenolphthalein-sodi- 
um) showed a gall bladder that filled satis- 


(after the oral admin- 


factorily and was reported as normal in size 
and shape and regular in contour. In the 
fundus of the gall bladder there was a small 
defect about the periphery 
thin shadow. 


circular filling 


of which there was a dense 


This concentric rim was visible two hours 
after the gall bladder had been emptied of 
the dye by the ingestion of a fat-full, mixed 
meal. A report of cholelithiasis was made. 

It was considered unlikely that the biliary 
for the left sided 


presence of 


was accountable 
pain. Due to the persistent 
blood cells in the urine the diagnosis of renal 


The kidneys 


calculus 


calculus was further advanced. 
were x-rayed and there was no evidence ot 
30th kidneys were reported as being 
The patient 


calculi. 
considerably larger than usual. 
was then given 40 grams of Uroselectan 
(sodium salt of 2-oxo-5-iodopyridine-N -acet 
ic acid) intravenously. Twenty minutes 
after the 
there was a very clear visualization of two 


intravenous injection of the dye 


side from each of 


(figure 1). On 


renal pelves on each 


which a ureter came off 


both sides the more superior pelvis consisted 
of but a single calyx while the inferior and 
larger pelvis had two major calyces. <A 


moderate degree of hydronephrosis of the 
re 


two lower pelves was reported, more pt 


nounced on the left side. On each side 


the ureter from the superior pelvis was 


situated medial to the one from the inferior 


pelvis. A picture made forty-five minutes 


after the dye had been injected gave no addi- 


tional information. In the picture made six- 


ty minutes aiter the dye had been given 


(figure 2) the ureters in their lower cours¢e 


are well seen. On the left side two distinct 


shadows placed very close together are noted 


down to the level of the symphysis pubis. 


Below this a single wider shadow is noted 


Robert M. Lintz 


entering the bladder. It could not be as« 


tained definitely from the picture whet! 


this represented a union of the duplicated 
ureters or whether it was due to overshad 
Although the 


condition s¢ 


ureters. 
this 


ing of the separate 


right side did not show 


clearly, a similar arrangement could be mad 
out on very close inspection of the films. The 
patient was referred for cystoscopic exam- 
refused this 


ination, but inasmuch as she 


be definitely made 


four bladder ori- 


examination it could not 
out whether two, three, or 
fices were present 

Papin and Ejisendrath'’ pointed out 
that the ureter belonging to the upper 
pelvis always ends lower and more 
state that 


mediad. In addition, they 


when there are two ureters from one 
kidney there are always two pelves on 
that side—no case has ever been shown 
to be otherwise. Bugbee and Losee’’ 
held that the 


ureter means the existence not only of 


presence of a double 


two pelves but also of two physiologi- 


cally separate kidneys on the side in- 


volved, although these may be fused 


anatomically to represent a single or- 
gan. Braasch and Scholl* were of the 
opinion that hydronephrosis is the most 
common pathological complication ot 
duplication of the They 

lieved that this is most probably du 
that ureteral ob- 


the region ot the junct n 


ureters. 


to the fact there is 
struction in 
of the two ureters in incomplete dupli- 
the same 


1] 
LV 


cation. Harris was of 
opinion and added that there is usu 
nothing in the history or physical 
one to suspect al 
found that the « 


] 


amination to lead 
alies. ‘Thompson 
bined capacity of the pelves in « 
kidney may be less than that of 
gle normal pelvis. In such cases 
eradual constriction of the norma! 
vis may be replaced by a very shat] 
discharge of 


one, making the 
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1. Twenty minutes after the 
e biliary calculus; this might easily 


id not been successful. 
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Fic. 2. Sixty minutes after injection of the dye. On the left side the course of the as? 
lower part of the ureters is clearly seen. 
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more difficult. He believes that at 


times pain and slight pyuria can be 
explained only on the basis of double 


small pelves with reduplication of 
ureters. 
EMBRYOLOGY 

The following brief summary of the 
embryological development of the urt- 
nary tract is taken mainly from the ar- 
tile of Young and Davis.* During 
the embryological development of the 
higher vertebrates there are three suc- 
cessive types of excretory organs 
the meso- 
nephros, and the metanephros—the lat- 
kidney. 


All three types come from the meso 


These are the pronephros, 
ter becoming the permanent 


dermal blocks known as the nephro- 
The nephrotomes consist of a 
blocks of cells 


situated longitudinally along both sides 


tomes. 
series of mesodermal 
of the neural canal and are between 
the primitive segments and the lateral 
mesodermal plates. 

The Wolffian 


duct of the mesonephros—is 


duct the excretory 
formed 
from the pronephros. The mesonephr« S 
arises from the nephrotomes that ex- 
tend from the fifth cervical to the third 
lumbar segments and consists of a 
series of glomeruli and tubules open 
ing into the common duct. In man 
this structure atrophies. According to 
Kelly and Burnam' the mesonephros 
is at the height of its development dur 
ing the fourth and fifth weeks of em- 
bryonic life. ‘The mesonephros atro- 
phies during the eighth to sixteenth em- 
bryonic weeks, the Wolffian duct per- 
sisting as the vas deferens in the male 
and as the rudimentary Gartner's duct 
emale. 

The \Volffian into the 


duct opens 


d it is near this juncture that 
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a buddi 


of the permanent kidney 


r occurs which is the anlage 


< 
i 


From this 


bud is formed the ureter, pelvis, 
calyces, and collecting tubules while 
the secreting portion ol the kidney 1S 


formed from a collection of mesoder 


mal cells known as the metanephrogenic 


tissue. This latter mass of tissue sur 
rounds the tip of the ureter bud soon 
ifter its formation 

The ureteral bud, capped with meta 


nephrogenic tissue, first grows dorsal 
ly toward the spine and then turns 
cranialward. The tip of the bud at the 
6.6 mm. embryo stage has become bulb 
ous and as early as 8 mm. a bifurca 
on ot the primitive pelvis occurs, the 
first evidence the calyces. During 
the ascent of the kidney the uro-rectal 
septum appears, dividing the cloaca 1n 


to what is to be rectum and bladder 


Young and is believe that in double 


ureter the cause may be ascribed to 


premature or exaggerated bifurcation 


of the ureteral bud, the split extending 


varying distances down the ureteral 
stalk instead of being confined to the 
primitive pelvis 
COMMEN 

The frequen of the occurrence of 
double kidney with duplication of the 
ureter and the very infrequent diag 
nosis made of this condition suggests 
that there is eenerally a nearly com 
plete absence of symptoms that might 
be termed characterist« When a pa 
tient does give a story that might be 
referable to the urinary tract, such an 
anomaly is rarely considered With 
the aid of cystoscopic examination the 


frequenc v of diagnosis of double ureter 
is somewhat increased, but still the pos- 


sibility of missed diagnosis is too great. 
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Assuming that retrograde pyelography 
is employed it is usual to visualize but 
one ureter where there is incomplete 
duplication. A reflux of the contrast 
medium into the lower portion of the 
accompanying ureter is usually the first 
hint of duplication of the ureter. 

Where a history and physical exam- 
ination are suggestive of an indefinite 
disturbance of the urinary tract the 
physician should consider the possibil- 
ity of double ureter. With the intro- 
duction of intravenous pyelography the 
diagnosis becomes quite easy and very 
certain. This method, as is well known, 
is easy of application. The certainty 
with which the diagnosis is made or 
ruled out in kidneys of good function 
is apparent. Employment of this 
method makes for a more comfortable 
and satisfied patient. Where intraven- 
ous pyelography is used it may make 
cystoscopic examination unnecessary— 
a procedure to which many patients 
object both before and after its accom- 
plishment. 

It is to be expected that the pre- 
operative diagnosis of double kidney 
and double ureter will be more fre- 


quent. The presence of this condi- 
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is due to an abnormal exaggeration 
of the usual embryonal development. 

4. Intravenous pyelography enables 
easier and more certain diagnosis of 
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internist and the general practitioner 
should make the diagnosis of this con- 
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Classification of renal and ureteral 


On the Treatment of Angina Pectoris 


Hk spiritual side of the case must in 
which the emotions play so imporant 
of life, of the power of adaptation of desire 


cultivation of hobbies of a restful character, such as 


a rol The development of a 
to possibiliti s, the 

reading, musi 
id such pacific occupations as painting, etching, carving and similar pursuits, 
are of real medical benefit. Habits of restfuln ind relaxation are to be 


Climate is often very important, and tl ho live in the temper- 


‘ultivated. 


es may well spend their winters 1 


te the South or perhaps go to live per- 
manently in some mild, temperate and congenial Few patients do well 
(Hat 


in the cold places or at high altitudes.” 
Wed. Sct., 1931, clxxxii, 784-800. ) 





Editorial 


INTERNAL RADIATION IN 
THE CAUSATION OF 
MALIGNANCY 


A few months ago reference was 
made editorially in the ANNALS to the 
known extrinsic factors having a car- 
cinogenic or sarcogenic action. X-ray 
and other solar irradiation have both 
been recognized for many years as be- 
longing in this group. That the radio- 
active source may be within the body 
of the victim, inseparable from him, 
diminishing in amount and activity 
only by its natural and unalterable de- 
cay, and at the same time be capable 
of inducing neoplastic proliferation in 
a startling conception. Martland’ has 
demonstrated that this is exactly the 
situation which obtains with certain of 
the radium dial painters. Knowledge 
of this fact has a significance much 
wider than its application to this ex- 
traordinary occupational disease. It 
may explain the extrinsic factor in cer- 
tain other forms of occupational ma- 
lignancy and sounds a warning in con- 
nection with the indiscriminate internal 
use of sources of radio-activity. 

The circumstances under which ra- 
dium poisoning was recognized as an 
disease are now well 
known. In a New 
employed — for 


occupational 
Jersey factory 


there were varying 
periods of time during the years 1917 


1MARTLAND, Harrison S.: The occur- 


rence of malignancy in radio-active persons, 


Am. Jr. of Cancer, 1931, Xv, 2435-2510 
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to 1924, about 800 girls whos« 


was painting the luminous di: 


watches and clocks. The paint 


sisted of phosphorescent zinc sulphid 


combined with small amounts 


dium, mesothorium and _ radiothoriuw 


in the form of insoluble sulp! 


Due to the habit of pointing 


between the lips 


brushes used 
amounts of radio-active paint wer 
gested over extended periods. TI! 
possibility of absorption through th 
skin and by inhalation also existed 
Subsequent investigations have s| 
that, while most of the paint ing 
passed rapidly through the alimentar 
tract and was eliminated, a certait 
tion was stored in the body 


\fter 


deposition in the bones these 1 


ticularly in the bones. 


tive substances emit their chara 
tic radiations continuously, din 
ing only with the exhaustion of 
posit by the natural process of 
cal-chemical decay, a process s 
in the case of radium that a 
makes no significant change. 
from material obtain 
lethal 


distribut 


been found 


autopsy that the amount 


radio-active substances 
the entire skeleton may rang 
estimated 
Martland 


to | 


to 180 micrograms, 
dium element. As 
states it, it is necessary 
10 micrograms (one on 
thousandth gram) of radium 


distributed over the entire ckel 





Editorial 


luce a horrible death years after 
heen ingested. The damage in 


lium dial painters is due to the 


bombardment with alpha 
type of radiation never befor 
to have occurred in humat 


land has knowledge of 
among the former emplo 


s 
ictory, which can be stror 


of be Wig ¢ 


marrow rest 


7 1 
type ol leukopet 


um poisoning 


Harrison §&., 


E.: Osteogeni 


ing luminou 


400-417 
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nation content of from a few to 50 
Mache 


primary carcinoma of the lung is said 


units. A high incidence of 
to have appeared among the workers 
in the pitchblende mines of Joachims- 
thal. It must be accepted that the de- 
posit of radio-active substances in the 
body, particularly those producing 
alpha rays, may give rise to malig- 


nancy many years afterwards. From 


Editorial 


this, it follows that the indiscrin 


lay and quack use of radio- 


waters, emanators, activators, 


should be stopped. They are with 
therapeutic value aside from 
psychic effect and may be doing 


vet, unrecognized harm. It m 


1 


learned that even slight increase i 


normal radio-activity of the hun 


body is not without danger. 





San Francisco—The City by the Golden Gate 


INCE the American College of 
Physicians will hold its Si 

teenth Annual Clinical Session 

San Francisco, April 4 to 8, 1932, 

it is appropriate to call attention at 

this time to certain facts of general and r Shasta, Lassen, Sequoia 

historical interest about the city 1 ational Parks, the Redwood Em 


pire, 


which we are to gather. the wine-grape valleys, Sta 

San Francisco is not only one of -alifornia nivers , Luther 
world’s most beautiful and fasci 
ating cities, it is also the center from 
vhich nine-tenths of California’s scen 

‘wonders can be most easily reached 

thin a few hours’ easy journey 

stage or car are most of the 

which tourists come thousands 

to see. Yosemite lies due 

i Can be easily ré ached in seven 

automobile or train. Monte- 

ninsula—one of the finest strips 

coast in the world—is three and 

hours by train to the south. 

ght in Sat 


isco's suburbs, at Muir Woods, 


nt redwoods begin rig 
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Cosmopolitan scene. 


known and loved in many a city of 
and the 


Central America 


Pacific. 


Asia and 


islands of the 


financial center of the Coast, the home 
of the great corporations that dominate 


Western business, the seat of banking, 


insurance, 
enterprises that function from Chile to 


Here is the 


commercial and industrial] 
Alaska and from Salt Lake City to 
Shanghai and Singapore. 


A Town To PLAy IN 


From the days of the Gold Rush, 
San Francisco has believed in laughter 
and good living. People on the streets 
are happy and cordial. They sn 
Good feeling and high spiri 
feel do 


easily. 
are in the air. You cant 


hearted when you breathe the 
bracing sea-tang and see its hill ri 
in the sparkling sun above the 
Bay. 

For scenic beauty, few places in 
San Francisco itself 


world can excel 


Fisherman’s Wharf. 
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A tour of the city can be made as ex- 
citing and as filled with surprises as a 
first visit to some picturesque foreign 
town. The Presidio military reserva- 
tion, founded by the Spanish in 1776, 
is one of the largest and most beautiful 
army posts in the country. Golden 
yate Park is known around the world 
The Ocean Beach and the Cliff House 
with its seal rocks, the public golf 
courses of Lincoln Park overlooking 
the Golden Gate, the eminences of 
Russian and ‘Telegraph Hills, the 
quaint cable cars on the steeper streets, 
the picturesque foreign quarters, the 
glowing flower stands lining the curbs 
the shopping district—all of thes 
] 


rovide endless entertainment and ¢ 


I 


LURI ‘THE SHIPS 


business and cultural metropolis of 
the Pacific Coast, San Francisco is first 
of all a great sea-port. In scenic 
grandeur, its great land-locked harbor 


ranks with Rio, Naples, and Constanti 


Market Street, 
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Giant Redwoods in Muir Woods 


silk 
swung from the hold of a great trans- 
the 


ics, watch endless bales of raw 


Pacific liner. San Francisco is 
frequent sailings via famous de live 
liners. San 
from which American travelers, Amer- 


Francisco is the center 


ican ideas, and American goods are 


carried to the hundreds of millions of 
awakening peoples inhabiting the great 
Pacific basin. Here the Orient and 
South Seas discharge their treasures, 
On these docks spill copra from the 
South Seas and Philippines, silks and 
teas from Japan and China, coffee and 
bananas from Central America, peas- 


ant ware from Spain and Italy. 


PaciFic AREA’s TREASURE-Hous! 
OF ART 


Kor eighty years the people of the 


Western Slope and of the Pacific 


Islands have looked to San Francisco 
for entertainment and instruction. To- 


day traveling Europeans are amazed 


by the treasures of its galleries, the 


excellence of its great orchestra, the 


vitality and stir of its cultural life 


The Palace of the Legion of Honor, a 








Mission Dolores, founded 1770. 
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beautiful white marble replica of the 
famous Paris original, occupying a 
magnificant site commanding the Gold- 

en Gate and the open Pacific, holds 
priceless collections. So does the M. H. 
deYoung Memorial Museum in Golden 

Gate Park, and the beautiful California 

School of Fine Arts on Russian Hill. 

San Francisco has always been beloved 

by the stage, and its many theatres 

offer a variety of fare throughout the 

year. - 
i Memorial Chapel at Stanfo 


y / ‘ F. - 2 S ' = ; 
You ( AN (GOL! | ISH O} SWIM ] 
thie open I acihc I Is 


Within twenty minutes of your hotel asily ; nged. So is trout-fishing in 
are golf courses where Bobby Jones ie Sierra or Coast-Range streams. 
could drive a ball from a putting-green [or swimmers, there are the ocean 
high on the cliff right into the Pacific beach, the famou oor Sutro baths, 

cean. Not even old Edinburgh has and the Fleishhacker municipal open 
such a setting tor its national game air 1, the largest in the world 


You will be welcomed to the city’s fin 


est courses. Perhaps you would rather you’ ‘REI Homi 


board a sturdy launch and fish for sea { a paradise for those 


bass or salmon in the Bay, or outside who enjoy good food here are lit 


Memorial Stadium at University 
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Lincoln Park Municipal Golf Course overlooking the Golden Gate. 


DeYoung Memorial Museum, Golden Gate Park. 
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and 
KF iT rd 


Res- 


erally thousands of restaurants 
their rates are surprisingly low. 
is important in San Francisco. 
taurateurs are artists as well as busi- 
Many are well-loved town 
You the 


you like the friendliness. 


ness men. 
difference. 
It’s a 
Around the corner from 


characters. feel 
And 
happy town. 
the big hotels are Italian and French 
restaurants famous for a soup, a salad, 
a specially-prepared sea-food served 
1 care and pride at low prices. You 
China, Japan, 


Sweden, France, Spain, Italy or Ger- 


dine in Russia, 


many by merely calling a taxi or walk 


a few blocks through streets rich 
in reminders that this is a great cosmo- 


politan sea-port. For five cents you 


ride to the Beach, and lunch or dine 


with surf pounding outside and noth- 


94] 


between vou and Asia except the 


ing 


Pacific and a few islands. Or you can 


mount Telegraph Hill, rising steep be- 


tween the docks and the Latin Quarter, 


and sit at tables commanding a superb 


expanse of blue salt water and encir- 


cling mountains San Franciscans 


to go Fisherman’s 


TO 
Madonna-blue boats 


themselves lik« 
Wharf. where the 
tide, and dine in Italy on 


The Bay , the 


bob with the 
sea food. 


and Mt 


fresh-caught 
Golden Gate, Tamalpais look 


on 


*~HINATOWN 


Fy town is world 


isco’s China 
He re 


obiects Oo! 


an init 


famous are more dazzling dis- 
china and 
to be 


He re 


't, silks, 


than 


play s of 
are 


lf 


found in cities o ‘hina itself. 


neh ’ 
NIDTICATA 


curious 





San Francisco’s world 


famed 
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also are the two largest Chinese theaters 
outside of China, playing the weird 
dramas of Cathay with Chinese orches- 
tras and every touch complete. 


SAN FRANCISCO'S DISTINCTIVE 
CLIMATE 


In the summer it is America’s cool- 
est city—the warm California sun 
tempered by sea breezes and an opales- 
cent reminder of sea mist which often 
takes the form, toward evening, of 
billowing white fog bringing the breath 
of the sea. Yet no circumstantial 
description of San Francisco can ac- 
count for its peculiar appeal to the 


visitor without taking into account 
certain atmosphere of romance 

charm that is instantly felt and that 
winning to the 


proves invariably 


stranger. It is compounded of the 


unusual physical setting and clima 


of the happy, healthy people, of 
high hills and stunning vistas, of th 
foreign settlements and the oriental 
flavor, and also of a long tradition of 
stirring and romantic days, from the 
Spanish down through the Forty-niners 
to the bonanza kings of the Comstock 
Lode, the builders of our first trans- 
continental railroad, and the more re- 
cent generation that built a great mod- 


ern city on the ruins of the old 





Mt. Tamalpais. 
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{ § re s) 
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(x >) 
r bach the beginning the ce 
()sier imonge others recognized t 
ve ( ease | the lu g ( uld ex 
‘ r no abnormal physical signs 
t< pre sent te vou cme ( ncit 
ved at from a study « ome 503 
cases selected tron goo CcoTist 
es at tl Trudeau Sanatoriun 
— Se vhicl diagnosis cl 
t tuberculosis was established 
ese cases is that used for some years at 
deau Sanatorium The occurren 
either hemoptysis ot drachm 
pleurisy with effusion, expla 
no other grounds, is considered t 
diagnosis of suspected pulmo! 
I the absence ol ill ( ther syn 
The occurrence f moderate 
iles or of a parenchymatous roe! 
lesion (mottling, irregularly di ; 
ibove the third rib and third v 
‘ considered sufhcient evice 
ositive diagnosis of pulmonary t : 
until disproved Tubercle bacilli ; 
putum in the absence lesio1 
trachea must be considered 
te pro¢ of pulmonar tubercul 
1 dence ot these five cart linal di ‘ 
t ta in 1367 cases diagnosed puln : 
culosis trom 1478 ¢ secutive Cas 
tt to the Trudeau Sanatoriun 
} ’ 
» tecil 61. 
h AR 
; ans 
H pt 33.5 
I 2. 
the data here presented | 
ttribute considerable important l 
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Aortic Valve Deformity. By 


(Arch. Path., 1931, xii, 


Vonsyphilitic 
B. z; CLAW SON, 
SSQ-S8OO. ) 

disease Is Ol 


Nonsyphilitic aortic valve 


two kinds: active vegetative endocarditis, 
and deformity due to thickening and rough- 
ening with scar tissue and often with calci- 
um deposits. The frequency, and particu- 
larly the etiology, of the latter type have 
been subjects of much discussion in the last 
few years. The author's series contains 93 
cases of aortic valve deformity of the calci 
fied nodular type. In o1 per cent of 68 
cases in which this point was investigated, 
some degree of stenosis was present. It is 
evident that aortic stenosis of a grade recog 
nizable clinically, and due to this type ot 
valvular deformity, is far more rare. Both 


and microscopical findings in_ thes 


gross 
valves tend to support the view that th 
etiological factor is an inflammatory rather 
than a metabolic (atherosclerotic) condition. 
The frequency of rheumatism in these cases, 
as indicated by a previous positive history, 
by the presence of an adherent pericardium 
or by an association of deformities in other 


valves, strongly supports the view of an 
infectious basis. It is doubtful whethe: 
valve deformity severe enough to cause 


cardiac insufficiency is ever due to a meta 


bolic disturbance such as_ arteriosclerosis. 
Accordingly the 


should not be used in describing 


term ‘arteriosclerosis valve 
deformity’ 
valvular insufficiency or stenosis 
kiffect of Giving Digitalis on the Volume 
Output of the Heart and its Size in Heart 
Failure. By Haronp J. ( Proc. 
Soc. for Exp. Biol. and Med., 1931, xx1x, 


STEWART 


207-205. ) 

The method of Grollmann tor measuring 
the cardiac output was utilized in studying 
the effect of digitalis on the heart of normal 
(Merck) was given 


individuals. Digitan 


+ 


in a single dose of 0.8 em. to 1.0 gm. Ob- 


servations were made immediately betore 
the drug was given and at trequent iter 
vals afterward. All observations were made 
with the subjects in a basal metabolic state. 
In addition to measurements of cardiac out 
put, the cardiac size was measured on x-ray 
photographs made at a distance of two m«e 


ters. Electrocardiograms were made also; 
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the heart 
pressure 


obtained 


With the administration « 


mal men (1 


the cardiac 


Irom 


rate decreas 


wave ot the 


counted 


( le ( trocardi 


(5) the blood pressure was 


(6) the maximum effects were Ibsery 
to 24 hours after the drug had bee: 
and had usually passe ff the e1 
hours. 

I:ffect of Givu } ri 
CJ/utput of 1 H and Si 
Failure By Har J. STEWAR 
Sor I | Xp B 1 Med 1Q3 
2090-211.) 
lhe methods re d te 1 t 1 

abstract were used tu f tl 

of digitalis on the volun utput a 

of the heart in heart failure \ smal 

of patients, among whom were incl 
amples of arteriosclerotic, lueti 
matic heart disease, with and witl 
turbances of rhythm, gave results 
that in the presence leart 

the cardiac put diminish 7 

the administration gitalis (a) 

ac output increases t ca 

diminishes: (c) T entricular 

creases both when the rhythm 1 

and in the presence auricular fibt 

(d) and alterations in the torn 

wave of the electrocardiogram oc« 

As the effect of digitalis wears 

functions change the reverse dire 

Tularemic Le ningitis. By At 
BRYANT and Epwin F. Hirscu 
Path., 1931, X11, 917-923.) 

A chef, aged 48, died on the xt 
ifter lacerating a finger with a 
while removing led rabbit t1 
\t autopsy 10% il lesions were tou 
leptomeninges, contiguous brain 
endyma, subependymal tissues a 
plexus, which were similar to les 
liver, spleen and lungs. All ot 
the characteristics of tularemic k 
addition thers s a diffuse acute 
meningitis. The serum of the pati 


and the 


gram Oct 


usually cley 


ate was 
recorded Consistent result 
the tour subjects s 
yf digitalis 
) cardiac output decreas: 
size decreased; (3) the 
if (4) alterations of t 
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urteenth day, was reported t 
Bacterium 
iter than 1:40. This low titer is 
red to militate against the diagt 
remia when the serum was taken 
the fourteenth day from a patient 


to torm antibodies was 


death two days later Dif 


iary tuberculusis v 
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procedur 

ubject, Scheffel tr 
, ‘ 

medical pr 


than th 


lical 

impart 
plicable 

[he major di 

the physician 
emphasis upon 

“legal prophylaxis” 

revention of unfortunate 

involving the medical practiti 
ects treated include cont 

law of agency 

than breach « 

vidence, tunction 

property interests 

responsibility and physicii 

Much of value to the average 

r is contained in the chapters 
and agency. , Me types ot 
irring in medical practice, a1 
liabilities of physician and pa 
are well illustrated with specifi 
ind many practical suggest 
to aid in avoiding unnecessary 
here is included an expositi 
types of commercial contra 
medical man is especially prot 
Itentimes unwittingly; herein 
practical advice which should 


The function of the physiciar 
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A Textbook for Physi- 
HARRY 


Clinical Dietetics : 
cians, Students and Dietitians. By 
Gauss, M.S., M.D., F.A.C.P.; Instructor 

University of Colorado, 

Assisted by E. V. 


in Medicine, 
School of Medicine ; 


Gauss, B.A., Formerly Assistant Di- 

etitian, Presbyterian Hospital, Denver, 

Colorado. 490 pages, 59 illustrations. The 

C. V. Mosby Co., St. Louis, Mo., 1931. 

Price $8.00. 

The needs of three distinct groups, stu- 
dents of dietetics, medical students, and 


practitioners, were kept in mind as this text- 
book was being written. Certain difficulties 


attempt to present the 


are inherent in the 
subject matter of use to each of these groups 
without becoming tiresome to the others. 
Yet the authors 


an unusual degree. 


to have succeeded to 
The first 


interesting 


seem 
four chap- 
ters give a brief but historical 
outline, a survey of the nature of foods, 
of dietetic principles, and of the theory of 
digestion. The latter half of the book is 
concerned with clinical applications of di- 
etetic principles. A few minor flaws—at 
least, they appear to be such to the reviewer 

can be easily remedied in a second edition. 
It is that 


to include the pernicious anemia preventing 


unfortunate vitamin FE is made 
principle, as well as the anti-sterility factor 
to which this letter 
Although the fact that both glomeruli and 
tubules frequently share in nephritis is clear- 
Richard 


should be restricted. 


ly set forth in the text, the use of 
Bauer's super-simplified diagram is unfor- 
small 


tunate. There are also a number of 


typographical errors which 


The use of historical ma- 


but important 

need correction. 
terial is skillfully 
duction of case histories in smaller type adds 


managed and the intro- 
much to the clinical interest and value. It 
is encouraging to those who stress in their 
teaching the importance of constitution, in 
the sense of Pende, to find that no less than 
16 pages are given over to the significance 
habitus in matters of digestion 
and That 


individual whose special physiological, psy- 


of be xdily 


dietetics. every patient is an 


chological and morphological peculiarities 


with understanding is 


A simple and pleas- 


must be evaluated 
frequently reiterated. 
ing style is one of the most important of 


the many good features of this book. 
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A Manual of Clinical Laboratory M 
3y Crype LorrrinceE CUMMER, | 
M.D., F.A.C.P.; formerly Associate ( 


of Clinical Pat! 
Western Reserv 
Instructor 


cal Professor 
School of Medicine, 
versity, Cleveland; in D 
and Syphilology, School « 


Western 


ing Dermatologist, 


tology 
Reserve University ; 
Charity and St. Ak 


Third | 


revised. 585 pages, ill 


cine, 


Hospitals, Cleveland, Ohio. 


thoroughly 


with 173 engravings and 12 plat 
and Febiger, Philadelphia, 1931 Price 
$6.75, net. 


This manual of laboratory methods 


be of value to the medical practiti 


well as to the laboratory technician, 


of its style of presentation, whicl 
concise, gives minute details of evet 
procedures. The book consists 
chapters, the first five of which de 


blood, its examination, differential 
of blood dyscrasias, parasitology and | 


of the blood, immunology 


ology 


chemistry. \n appendix gives an eff 
large nu 


urine specimens in a_ hospital lal 


This book 


reparation of normal solutions, the p1 
r 


method for examining a 


portion ot the also takes 
tion of stains and of autogenous vat 
other 
The last two 
Table of 


appreciated 


well as information of inte! 
pages of the 


Normal Fu 
particul 


value. 
made up of a 
which will be 
laboratory pr 


The author presents the 


the more unusual 
newer tests 
modifications of the 


Kline’s Ma 


commenting 


as the recent 
methods. He describes 
Slide Test for 


upon its value. 


syphilis, 
The 


ver) 


charts and illust 


are, on the whole, good and 


addition. A bibliography requiring pa 


gives citations to the original article 
which the technical methods now 


were descril ed. 


Hypertension and Nephritis. By 
M. FisHperc, M.D Associate P 
to Beth Israel Hospital; Adju 
cian to Mount Sinai Hospital, N 


City. Second edition, thorough! 
and enlarged. xvi + 619 pages. 3 


gravings and one colored plate 
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Philadelphia, 1Q3I Price $6 


this second edition of Hypertet 
ephritis the entire book had to be 1 
extensive was the revision. The 
renal acidosis, azotemia witl 
ficiency, the Addis ratio, the patl 
edema, the kidney in diabetes 
binemia, the role of sensitizaty 


nephritis, renal osteo 


tid sinus and 


| vp rtensio1 


with supraret 


beet 


the subject, written witl 
pene! il practitioner especially 
pler methods of clinical inv 
nd their value empl 
nanagement 


onnection 


] 


ll agree with the 
tubular system from the « 
tensive nephritis, but app 
the elimination of 
interstitial nephritis, and 
that there is no justificati: 
commonly applied t 
are 


pe rtensi« 
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Siam, 





he subject, 


Dr. Roy C. Mitchell (Fellow), Mount 
Airy, North Carolina, addressed the Gray- Dr. H. Beckett Lang (Fellow), 
son-Carroll County Medical Society of cently appointed Director of 


He 


clair, N. J.—1 reprint; 
Dr. Fritz B. Talbot (Fellow), Boston, erated Malay States, 
Mass.—1I reprint; north Egypt, Italy, France and Gern 








ret 


waii, Japan, Korea, China, Bali, Java 
Burma, 


Dr. Harold F. Machlan (Fellow), has cal Association. Dr. Harry 
been transferred from the U. S. Veterans’ (Fellow), Santa Barbara, was elect 
Hospital, Lake City, Florida, to become Vice President, and Dr. Robert 
Clinical Director of the U. S. Veterans’ (Fellow), Pasadena, was _ elected 
Administration Hospital at Indianapolis, In- Vice President. Dr. Fred B. Clarke 

low), Long Beach, was the retiri 


of gifts to the College Library of publica gestion After Fort) 
tions by members, as follows: 

Dr. Clarence L. Andrews (Fellow), At- Dr. Wade W. Oliver (Fellow 
lantic City, N. J.—1 book, “How’s your or of Bacteriology in the Long Island 
blood pressure” ; lege of Medicine, Brooklyn, N. Y 

Dr. William W. Cadbury (Fellow), Can- wife, recently returned ym an 
ton, China—5 reprints; months’ trip around the Id. Dr 

Dr. Nathan S. Davis, III (Fellow), Chi- was sent by the Rockefeller Foundat 
cago, Ill._—4 reprints; Visiting Professor of Bacteriology a 

Dr. George H. Lathrope (Fellow), New- munology in the School of Hygien 
ark, N. J.—8 reprints; Public Health of the University 

Dr. Eugene P. Marzullo (Associate), Philippines, Manila He served the 
3rooklyn, N. Y.—1I reprint; ing the teaching year of ten months 

Dr. Aaron E. Parsonnet (Fellow), New- May, 1930, until March, 1931. The 
ark, N. J.— 1 reprint; ing eight months were spent in visiti 

Dr. Martin J. Synnott (Fellow), Mont-  teriological laboratories in, and touri 


i 


Mass.—4I reprints. Dr. Oliver T. Osborne (Fellow 
Haven, Conn., is the author of 
Dr. Henry Daspit (Fellow), New Or-_ entitled, “Foods and Health’, whi 
leans, Louisiana, Dean of the Graduate peared in the Illinois Dental Journal 
School of Medicine of The Tulane Univer- vember, 1931. Dr. Osborne is a 
sity of Louisiana, participated November 23 author of an article in the Ston 
and 24 in a Medical Institute at Rutherford Record, New York City, September-Oct 
Hospital, Murfreesboro, Tennessee, pre- ber, 1931, entitled “My Viewpoint 
senting papers entitled “Epidemic Encepha- _ tistry” 
litis in General Practice’ and “Preventive 
Meticee Aspects of Paychiatry’, and giv- Dr. Carl BR. Howson (Fellow) 
ing a neuro-psychiatric clinic. \eneins Califorain was veceutis 
— President of the Southern Califor 









giene Clinic in the Community”. On the 
nm 
alth Officers at Syracuse on “The Ma 
al Therapy in Neurosyphilis”. On N 
nber 2, 1931, Dr. Lang addressed the Par 
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hiatry at the Marcy State H 
vy, Pennsylvania. 
Lang addressed the Fulton Medi 


iety, October 20, 1931, on “The Mental 


date he also addressed the Distri 


) 
Teachers Association of Hamilton, N« 


n “Behavior Problems and Their R« 


Mental Illness” 


rge L,. Pinney 
was recently elected Sect 
Treasurer of the Republican Vall 
al Society. Dr. Pinney recent! 
ed the Nebraska State School Teacher 
ciation on “Common Sense Pointer 


il Education”. 


ugh Turrill Burnett (Fell 
Professor of Medicine at the 
Colorado School of Medicin« 
iddresses at the Colorado $ 
ty in September, 1931, 
County Medical S« 


November 12 


H (Fellow), Kar 


uri, was elected President 
State Tuberculosis Associati 
meeting in St. Joseph, during Oct 


Dr. Hoxie is Medical Director 


\ 


\ir Schools in Kansas City 


e Kansas City Tuberculosis 


f the 
the Tenth 

Eastern Homeopathic 
held at Trenton, New 

j, and 6: Dr. Donald 
hiladelphia; Dr. E. Roland 
ladelphia; Dr. G. Harlan 
ia; Dr. Milton J. Raisbeck 


Dr. Linn J. Boyd, New Yorl 


Ny 


Jefferson Moorman 
e University of Oklahoma 
Oklahoma City, 
t of the Southern Medica 


iving been elected 


New Orleans 











Dr. Hyman I. Goldstein (Associate), Cam- 
den, New Jersey, during September and 
October, 1931, addressed the Krankenkassa 







physicians in Vienna on “The Physician in 
American Life To-day—His Position; So- 
cially, Economically, and Scientifically”. He 
spoke on the subject of “Goldstein’s Heredo- 
familial Angiomatosis with Hemorrhages”, 






with lantern demonstration, before the Hun- 





garian Dermatologic Society at Budapest, 
the Professor Baron A. Koranyi Medical 


Clinic, and the Professor Nekam Dermato- 







logic Clinic of the Royal University, both at 
Budapest; before the German physicians of 
Carlsbad, Czecho-Slovakia; the American 
Medical Association, of Vienna; and also be 
fore the Professor Morawitz Medical Clinic, 









Leipzig University, Leipzig, Germany. 






Dr. A. L. Anderson (Fellow), Spring- 
field, Mo., on November 12, gave a paper 
before the Southwest Missouri Medical So- 
of 








ciety on “Metabolimetry as a Measure 
Function in the Field of Clinical Medicine”. 

Dr. Chas. Hugh Neilson (Fellow), of 
St. Louis spoke on the same program on 
“Newer Theories of Nephritis’; and at the 
banquet of the Society responded to the 









“Observation in Medical Education 





toast, 
and Medical Practice’. 






Dr. Sidney Alexander Slater (Fellow), 
Worthington, Minn., addressed the South- 
western Minnesota Medical Society at their 
1931, on his 







semiannual meeting, October 6, 
recent tour of European clinics. 

On December 3, Dr. Slater addressed the 
Sioux Valley Medical Society at its an- 


nual meeting on the same subject. 









The FEighty-Fifth Semi-Annual Meeting 





of the Southern California Medical Associa- 
tion was held in Hollywood, November 13 
and 14, 1931, under the presidency of Dr. 
Fred B. Clarke (Fellow), Long Beach, 
Calif. Other Fellows of the College who 







held offices were: 
Dr. William H. Barrow, San Diego, 
Calif.—First Vice President, 
Dr. Carl R. Howson, Los Angeles, 
Calif.—Secretary-T reasurer. 
At the above meeting, Dr. Ross Moore 
(Fellow), Los Angeles, delivered a paper 
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on “A Concept of Toxic Activity—Th« 
peutic Application”, and Dr. Samuel A 
Jr. (Fellow), Los Angeles, in conjunct 
with Dr. Nelson P. Anderson, delivered 
address on “The Use of the Patch Tx 
the Diagnosis of Contact Dermatitis” 


Dr. Clarence L. Andrews (Fellow). At 


lantic City, N. J., was elected President 
the Atlantic County (N. J.) Medical 
ciety, December 11, 1931 


Dr. Arthur C. Morgan (Fellow). |] 


adelphia, addressed the annual meetit 
the Sixth District Branch of the Mi 
Society of the State of New York, at Wa 
erly, N. Y., September 22, 1931, on the 
ject “The Treatment of Acute Cardia 


Tragedies” 


Dr. Fred H. Vi Fellow), Kingstor 


» a has been elected 1 member ot the 


York Academy of Medicin 


On November 10, 1931, Dr. Georg \ 


Merrill (Fellow), Brooklyn, N. \ id 


dressed the Bay Ridge Medical Societ 


the subject “Allergy and its Common M 

festations”’. 
Dr. Ray M. Balyeat (Fellow), Okla 
11 


City, Okla., Associate Professor of Medi 
cine, University of Oklahoma M« 


School, addressed The Medical and Surgi- 


cal Association of the Southwest 
Phoenix, Arizona, December 4th on “His 
tory Taking and Etiology in Headache 
to Specific Hypersensitiveness.” 

Dr. Balyeat recently has _ been 
President of the Oklahoma City Clinical 5 


ciety. 


At the Louisiana Follow-Up 
White House Conference on Child 
and Protection, November 12-14, at Bat 
Rouge, Dr. Ellen C. Potter (Fellow), Tret 
ton, N. J., conducted a round table on 
“Functions of Government in Public W 


Healtl 


fare’, and addressed the general a 
on the responsibility of government 
field. 

In New Orleans, La., 
Dr. Potter delivered addresses 
Branch of the Medical Women's 


November 
hei 









College News Notes 
tion and before the City 
’rivate Social Agen 1¢s { 
lependence ot Public and Private 


Potter 


Pe 
Offic 


concerning the 


addressed 
the New Jer 
ic Health Nursing 


the Annual 


Se) 


4 


at ton, De 
4, on “The Responsibility of Board 
I The Sanit day, Dr Po 
the State Confer 

New * 


Jersey 


r 


Pneumon 
Fellow) and Dr 
Ww), both Brook | 

“Health Examination ft 
of Gastro-enterology 
umination from the Star 
il Medicine”, 


+ ] 
Ie respec 1VeL\ 


ORITU. 


\ 


DWARD TYLEI 


< EDGERLYS 
Edward Tyler Edgerly, Fellow 
College since March 
Rochester, Minn 
1931, 


Dr 


IO, 1925 


on Novem 

5 following an operatior 

esical calculus, at the age of sixty 
‘ars. 


tor EKdgerly was born 1 
wa, 


) 


1 Ottum 


\ ftet 
the Ottumwa public schools 


raduated from Phillips 


nv and received his 


January 15, 1864. 
ny? 


~ 


Exeter 
\.B. degree 
vard University in 1885 He 


ted in medicine from North 
University Medical Schoo 


In the competitive intern ex 
ion for Cook County Hospital 


», he received the highest grade 


Va trie 1\ practice 
ime chief of the resident 1 


if 
it 


OT 
I 11S nine 
eT! 


wment 
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soon brought him into leadership 
among the physicians of his state. 

In 1902 he was commissioned First 
Lieutenant in the Medical Reserve 
Corps, U. 5. Army, and entered active 
service at the beginning of the World 
War. He served as Captain and Ma- 
jor, and Chief of the Medical Service 
of the Base Hospital at Camp Dodge 
during the period of the War. During 
Major Edgerly’s service at Camp 
Dodge his conduct of the epidemics of 
meningitis and influenza received offi- 
cial commendation. 

He was a member of the Wapello 
County and Iowa State Medical Socie- 
ties, the Iowa Clinical Medical So- 
ciety (past president), and the Amer- 
ican Medical Association. He was an 
active member of the Iowa Tubercu- 
losis and the Iowa Heart Associations. 

Doctor Edgerly was married in 1891 
to Miss Nettie Thurston of Chicago, 
who with a son, John T. Edgerly, and 
a daughter, Mrs. Nelson Rupe, and 
four grandchildren survive. 

Since his affiliation with the College 
he has been an active worker in pro- 
moting its interests in every way and 
a faithful attendant at the annual 
meetings. During the Loston session 
in 1929 the members of his Harvard 
class (L.A. ’85) arranged a dinner in 
his honor, and it was the writer’s priv 
ilege to be present as a guest. Among 
those attending the dinner were Mr. 
Roland W. Boyden, eminent authority 
on international law and later suc- 
cessor to Justice Charles H. Hughes 
on the Court at the Hague; his 
brother, Mr. Wm. W. Boyden, a lead- 
ing member of the Chicago Bar; Dr. 
Horace D. Arnold of Boston, a pres- 


ident of one of the leading life insur- 











ance companies; and others promi 


ment in the professions and public 


fairs. Greetings were read from Dr 






W.S. Thayer of Baltimore, and Asso 


ciate Justice Edward T. 
the U. S. Supreme Court. 


Sanford 
The 


iT¢ 


Dr. Lawrence Litchfield of Pittsburg 


was also a member of this class. 


Doctor Edgerly distinctly contributed 


] 


to the progress of scientific medicin 


during his period, and the impressi 


of his fine and genial personality, 


erous nature, and high professior 


1 
) 


e} 


ideals will linger with us while mem 


ory lasts. 


(Furnished by Walter L. 
M.D., F.A.C.P., 


Des Moines, 


DR. JOHN FRANCIS 
MEAGHER 


WALLACE 
Dr. John Francis Wallace Meag 


(Fellow), Brooklyn, New York, 


August 25, 1931, of injuries rece 


lowa 


when a concrete pillar supporting 


observation platform on which he was 


standing collapsed. He was fifty-on 
years old and in the prime of healt! 
and vigor. 

Dr. Meagher was born in Brox 
March 22, 1880. He was graduated 
from the Boys High School of br 
lyn and from the College of Physicians 
and Surgeons of Columbia Universit) 
in 1901. He was an intern st 
Mary’s Hospital, Brooklyn, from 19 
to 1902. In 1903 he made a spec 
study of nervous and mental diseases 


at St. Lawrence State Hospital 


densburg, New York, and later 
Manhattan State Hospital for tl 


sane at Wards | 


Thereafter he 


work at the 


Ward and in 


Was 


sland, New 


associated 


Bellevue Psych 


the 


Ne ur yf wical 





] 


} 


; 


ne 


Bierring 


died 


1ved 
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tute. During the World War he _ Athletic Club and th ‘avalry Club 

served in the rank of major. At first of Brooklyn became a Fellow of 

he was stationed at Camp Mills, Mine h merical llege of Physicians in 
and later at Kelly Field, San An 
He was sent overseas an 

worked at Base Hospital 37, Dartford, [J ‘A.C.P O07 mn 
nt, and after that at Base Hospital 
16 at Savenay, France. \fter th 

ir was over he remained in the 


in the capacity of psychiatri 


he Army Hospital at Plattsburg, 


rk, and was discharged in 19! 


\t the time of his death, 

. vretown, 
gher was Consultant Psychiat 
: ' legree from the 
at Kings Park State Hospital a 
: . ‘ , Schoo Ol 
urologist at St. Mary's, Mary 
1 ) member of the 
late, and Rockaway Beach 
; ical Society, the 


Meagher was a frequent 
lation 


to medical literature and w 
ate editor of the Medico Legal 


1 


4 
1SS50C |. 
. - ‘ \ssociatio1 
al and associate editor of 
; ; é »f the American 
of Urology and Cutaneous 
His special interest, how 
as in the legal and crimi 
ts of mental abnormalities 
liseases. For many vears he had 
i consultant alienist 1n the office of 
District Attorney of Brooklyn, wher 
talents and abilities, along 
lines, were recognized 


le to the solution of thei 


as a member of the Pi Lamb 
and the Chi Zeta Chi Frate 

lle was a member of tl 
an Medical Association, New 
\cademy of Medicine, Neuro 
Society of New York, Neuro 
Society of Brooklyn, America 
tric Association, Medical S« 
the County of Kings, and 

f Medical Jurisprudence 


a member of the Crescent 








954 


Medicine where he continued until his 


death, passing through successive and 


rapid promotions from Instructor to 
the rank of Associate Professor. 


Stone, M.D., 


(Furnished by C. T. 
F.AC.P., 


Governor for Texas. ) 


FRAZER 


(Fellow ), 


DR. THOMPSON 

Dr. Thompson Frazer 
Newark, New Jersey, died suddenly 
October 9, 1931, of cerebral hemor- 
rhage; aged fifty-four years. 

Dr. Frazer in Buffalo, 
New York, September 10, 1877. He 
Newark Academy of 


was born 
attended the 
Newark, New Jersey, and later Prince- 
ton University, from which he re- 
ceived the degree of B.S. in 1897, and 
M.S. in 1904. He received his medi- 
cal training at the College of Physi- 


College News Notes 


cians and Surgeons at Columbia Uni- 
versity, receiving his medical degree in 
1901. 

Dr. Frazer practised 
Asheville, North 
time, later removing to Newark, New 
# 


medicine in 
Carolina, for some 
Jersey, where he established himsel 
Among his appointments was that of 
Visiting Physician, St. Barnabas Hos- 
He was a member of his county 
Medical 


Heart 


pital. 
societies, Southern 


The 


\merican 


and state 


Association, American 
Association, Climatological 
and Clinical 


of the American 


\ssociation, and a Fellow 
Medical Association 
elected an Associate of the 
College 


1925, and his 


Ile was 
American Physicians on 
March 13, 


for Fellowship were 


credentials 
a cepted on De- 


cember 30, 1920. 





